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While mental disease is our greatest so- 
cio-economic problem, cancer our greatest 
enigma, arthritis and rheumatism our 
greatest crippler, and accidents our great- 
est disgrace, atherosclerosis is by far our 
greatest killer. How does it kill? The 
answer to this question will help focus 
attention on the subject of this presen- 
tation and will introduce some of the ba- 
sic problems involved. 

In general, it can be said that athero- 
sclerosis kills by diminishing the blood 
supply to a vital organ—especially the 
heart, the brain, the kidneys, the extremi- 
ties, and the intestines. We do not believe 
that it is possible to have ischemic disease 
with normal arteries, for the factor of 
safety afforded by normal arteries always 
exceeds any demands. Death from athero- 
sclerosis does not occur without structural 
change in the arterial wall. 

The most dramatic cases—sudden fa- 
talities from heart attacks and strokes— 
result from sudden closure of a large 
artery to the heart or to the brain. The 
~ *Presented at the Seventy-eighth Annual Meet- 
ing of the Louisiana State Medical Society, in 
Shreveport, May 6, 1958. 

From the Department of Pathology, Louisiana 
State University, School of Medicine, New Orleans. 

This work has been aided by grants from the 
National Heart Institute, The American Heart 
Association, and the Louisiana Heart Association. 


two key words here are “sudden” and 
“large,” for the closure may be gradual 
or involve smaller arteries—in which case. 
the area affected by the cutting off of 
the blood supply may be insignificant or, 
if the process develops slowly, collateral 
circulation may compensate for the oc- 
cluded vessel. 

But what causes the closure of the ar- 
teries? The sudden fatalities are usually 
due to the formation of a thrombus over 
a plaque or localized area of scarring and 
hardening in the inner layers of the ar- 
tery. Those closures with dramatic 
clinical pictures, e.g. President Eisenhow- 
er’s “heart attack” and “mild stroke”, may 
show small hemorrhages in or about the 
margins of one or more plaques or areas of 
scarring—or may show only one or more 
plaques or areas of with nar- 
rowing of the lumen. The factor common 
to all cases of clinical disease—whether 
fatal or non-fatal, whether mild or se- 
vere—is the presence of localized plaques 


less 


searring 


and areas of scarring in the inner layers 
of the arterial wall. 

So our question becomes what causes the 
localized plaques? In order to approach 
the answer to this fundamental question 
it is fitting to describe some of the meth- 
ods which we are now using in the De- 
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partment of Pathology at the Louisiana 
State University School of Medicine in 
New Orleans. 

We have selected the aorta as the lar- 
gest, most easily obtainable segment of 
the arterial system to study. The anatomic 
changes related to atherosclerosis in over 
2,000 aortas from post-mortem examina- 
tions on individuals, aged 1 to 40, per- 
formed in eight geographic areas (New 
Orleans, Spain, South Africa, England, 
“Puerto Rico, Guatamala, Costa Rica and 
Columbia) have been studied qualitatively, 
quantitatively and topographically before 
and after staining them with Sudan IV, 
a synthetic dye used to bring out in sharp 
contrast the early fatty streaks that con- 
stitute the first change. More recently 
these studies have been extended to the 
decades beyond 40 years and have in- 
cluded studies on the coronary, cerebral 
and other arteries. The methods have 
been described and illustrated in recent 
publications.'* 
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Our studies to date have indicated that 
atherosclerosis develops by sequential 
stages: (1) fatty streak, (2) fibrous 
plaque or scarred area, (3) complication 
of lesion such as hemorrhage or thrombo- 
sis, and (4) clinical disease. As a matter 
of fact we had to quit using the terms 
arteriosclerosis and atherosclerosis because 
we could not define them satisfactorily. 
The schema presented in Figure 1 is over- 
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Figure 1.—Concept of pathogenesis 
(From Holman, R. L. and others: The natural 
history of atherosclerosis, Tr. A. Life Ins. Di- 
rectors America, 40:86, 1956) 


Figure 2.—New Orleans—Aortas stained with Sudan IV. 


Top row: Ages 1 to 3, less than 1% 


involved; 


Second row: Ages 4 to 10, 5.5% of surface 


involved. Third row: Ages 11 to 20, 24% of surface involved. 


(From Holman, R. L., and others: 
rectors America, 40:86, 1956) 


The natural history of atherosclerosis, Tr. A. Life Ins. Di- 
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simplified but we have found that we 

can use the terms “fatty streak’, “fibrous 

plaque’’, “complicated lesions” and “clini- 

cal disease” with confidence, and we are 

convinced that each of these stages is a 

necessary precursor for the following one. 
FATTY STREAKS 

So our basic question is pushed another 
step backward—not what causes the lo- 
calized fibrous plaque but what causes the 
fatty streak. This concept of the stepwise 
or sequential stage development of the 
process—(1) fatty streak, (2) fibrous 
plaque, (3) complication of lesion and 
(4) clinical disease—is necessary to un- 
derstand all the changes that we see in 
the arterial system of man and to describe 
the natural history of human _ athero- 
sclerosis. 

Most of our studies to date have been 
directed toward the first stage, fatty 
streak, as we are convinced that preven- 
tion or retardation of this stage will 
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prevent or retard all subsequent stages. 
(1) No fatty streak—no fibrous plaque. 
(2) No fibrous plaque—no complication. 
(3) No complication—no clinical disease. 
If each link in this chain of pathogenesis 
is sound, No fatty streak—No clinical dis- 
ease. 

Figures 2 to 5 illustrate some of the 
aortas that we have collected in various 
parts of the world. When we tabulate 
the average percentage of the intimal 
surface that stains red with Sudan IV, 
i.e. the percentage involved by fatty 
streaks, at the different five year per- 
iods it becomes possible to present the 
data for a given area in bar graph form 
such as is seen in Figure 6. 

One of the first questions that occurred 
to us was, How accurately do _ these 
changes seen in blood vessels at post-mor- 
tem examination reflect the changes in 
the living population? Could the changes 
that we were seeing be related to the 


Figure 3.—Spain—Aortas stained with Sudan IV. 
Top row: Ages 1 to 10, 5% of surface involved. Bottom row: Ages 11 to 20, 25% of surface 


involved. 
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terminal illness? To answer these vital 
questions we collected aortas from 122 
.cases of accidental death—auto accidents, 
gun shot wounds, poisonings, and the 
like—from the Office of the Coroner in 
Orleans Parish. The results for 54 cases 
in the white race shown in Figure 6 have 
convinced us that the degree of fatty 
streaking of the aorta in cases of sudden 
accidental death is as great or greater 
. than that in cases of death due to natural 
causes. And we can add that the same is 
true of the coronary arteries. Thus the 
terminal illness is not the determining 
factor and the changes that we are seeing 
are representative of the living population. 

As mentioned previously we have col- 
lected over 2,000 aortas from eight widely 
scattered geographic areas with marked 


variation in genetic and environmental 
background. We have been surprised to 
find how similar the degree of fatty 
streaking of the aorta has been in all 
parts of the world thus far studied. Every 
child beyond the age of 3 years in all parts 
of the world thus far sampled has shown 
some degree of sudanophilic fatty streaking 
of the aorta and this has been confirmed 
by microscopic studies. This has raised 
serious fundamental questions about (1) 
the definition of “normal” and (2) about 
the relationship of diet, high blood pres- 
sure, and other supposed causative fac- 
tors to atherogenesis—the first stage of 
atherosclerosis. 

This does not mean that the degree 
of this change is the same in all individ- 
uals in a given area or that it is correlated 





Figure 4.—Costa Rica—Aortas stained with Sudan IV. 


Top row: Ages 1 to 10, 4% of surface involved. Bottom row: Ages 11 to 20, 22% of surface 


involved. 
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with chronological age, for we have seen 
many individuals in their fourth decade 
who have less fatty streaking than do 
others in their first or second decades.” 
But in all parts of the world that have 
been studied thus far, a rapid increase 
in fatty streaks has occurred between the 
ages of 8 to 18 years. This has suggested 
a relationship of atherogenesis to hor- 
monal changes of puberty. 

One of the most unexpected findings 
in our stud:es to date is depicted in Fig- 
ure 7; namely, the differences between 
the Negro and white races in the New 
Orleans area around the age of puberty. 
At age 13, for example, the Negro aorta 
shows four times as much fatty streaking 
as does the white, and this racial dif- 
ference is consistently noted in the fe- 
males in the subsequent age groups (Fig. 
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8). This has been the biggest difference 
that we have encountered anywhere in the 
world. The Guatemalan Ladino and the 
Bantu of South Africa have not shown this 
early onset and increased degree of fatty 
streaking in the 11 to 15 year group, and we 
have no satisfactory explanation for it. 
DEVELOPMENTS FACILITATING STUDY 

We do not mean to leave the impression 
that all of these findings are new, for 
others *-° have studied the early lesions of 
atherosclerosis in somewhat the same way 
and with somewhat similar findings but 
there have been three important develop- 
ments in the past two decades that have 
greatly facilitated these studies and have 
opened up new horizons and possibilities 
that have not been fully explored. These 
are: (1) greatly increased facilities for 
communication and transportation, (2) 
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Figure 5.—Durban, South Africa—Bantu aortas stained with Sudan IV. 
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Top row: Ages 1 to 10, 5% of surface involved. Bottom row: Ages 11 to 20, 18% of surface 


involved. 
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AORTIC ATHEROSCLEROSIS 
New Orleans Fatty Streaks by Cause of Death 
in 162 White Cases 
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AORTIC ATHEROSCLEROSIS 
New Orleans Fatty Streaks by Race & Sex 
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Figure 8 


greatly increased facilities for statistical 
analyses as by IBM machines and (3) a 


very simple technical 


advance that we 


have introduced in the past year—namely 
the preservation of anatomic material in 
flat, transparent, durable water tight plas- 


tic 


bags. The methods we are now using 


f 


are described and illustrated in 


publication. ' 


a 


November, 1958 


recent 


This simple procedure has greatly fa- 
cilitated the study of arterial lesions, for 
it has made possible the storage of aortas 
and other arteries in a form readily avail- 
able for gross, microscopic, chemical, his- 
tochemical and other studies and for easy 
shipment between laboratories in various 


geographic areas. Furthermore, 


it has 


almost converted the study into a game, 
for it has removed the necessity of putting 
on gloves and a gas mask to combat for- 
malin fumes and has allowed us to shuffle 
and sort out the specimens in much the 
same manner as one would a deck of 


“ 


red 
fatty 


ecards. Certainly we can divide the 
cards”—the aortas showing only 
streaks from the “black cards’”—those 


showing fibrous plaques and more compli- 
cated lesions—and arrange each type of 
lesion in quantitative stacks in much the 


same way that one would arrange a 
of cards in sequence. Having done 
we can refer the code numbers in 


suite 
this, 
each 


stack back to the biostatistician for a 


variety of statistical analyses 


such as 


age, sex, race, geographic area, principal 


cause of death and 


such associated con- 
ditions as overweight, underweight, 


dia- 


betes, hypertension, hypercholesterolemia, 
hypothyroidism, kidney disease, and other 
conditions that are thought to play a role 
in the natural history of atherosclerosis. 
And we are certain that a wide variety 
of new techniques could be applied to the 
preserved specimens that we now have— 
including densitometric studies, electronic 


scanning and refined microchemical 
niques. 
FIBROUS PLAQUES 
We have seen the “red cards” 


tech- 


(the 


fatty streaks), let us take a look at one 
of the “black cards’”—or fibrous plaques 
(Fig. 9), the second stage in the develop- 


ment of atherosclerosis—the 
in the chain of pathogenesis that in 
cases leads on to clinical disease. 


second link 


some 


We see 


that a fibrous capsule of scar tissue has 


surrounded the 


lipid material and has 


converted it to a white fibrous plaque that 


no longer stains with Sudan IV. 
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Figure 9.—Aorta, unstained—fibrous plaques. 


(From Holman, R. L., and others: 
M. Directors America 40:86, 1956) 


What is the natural history of this stage 
of atherosclerosis? If we compare the two 
races in the New Orleans area (Figure 7), 
we see that the rate of development of 
this process differs from that of the first 
stage (fatty streak)—that a period of 
fifteen to twenty years must elapse be- 
fore any of the fatty streaks are converted 
into a fibrous plaque. We also see that 
the bar for the white race exceeds that for 


AORTIC ATHEROSCLEROSIS 
New Orleans, Guatemala, & Costa Rica 


CiGuatemaia, fatty streaks 
BW cuctemolc, fibrous plaque 
404 Acosta Rica, fatty streaks 
Z costo Rica, fibrous plaque 
E3New Orleons white, fatty streaks 
Bnew Orleans white, fibrous plaque 
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Figure 10 


The natiral history of atherosclerosis, Tr. A. 


Life Ins. 


the colored race in the fourth decade (Fig- 
ure 10). Further, the corresponding bars 
for the Guatemalans and Costa Ricans 
show the first real break in the natural 
history of atherosclerosis that might dove- 
tail with the marked differences in the 
incidence of heart attacks and strokes that 
have been reported in these geographic 
areas. In various reports, heart attacks 
have occurred three to ten times more fre- 
quently in the United States than in these 
two Central American countries. 

What does all this mean? Why is the 
same incidence of fatty streaks in the 
New Orleans whites, the Guatemalan In- 
dians, and the Costa Rican Spanish fol- 
lowed by a strikingly different incidence 
of fibrous plaques? And why is a greater 
incidence of fatty streaks in the New 
Orleans Negroes followed by a lesser inci- 
dence of fibrous plaques? We do not know 
the answer to these questions but the very 
fact that we are asking them points up 
one of the most significant findings in our 
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studies to date—namely that different fac- 
tors may be involved in the different 
stages of atherosclerosis. The factors that 
are responsible for each succeeding stage 
of atherosclerosis may be and probably 
are different from those that initiated the 
first stage (atherogenesis). Thus _ intel- 
ligent therapy and prophylaxis must take 
cognizance of these different stages, for 
what may be effective against one stage 
may be ineffective or even contraindi- 
cated against another stage. 


We have good evidence that the fatty 
streak is reversible but we do not yet 
know the factors that control reversibili- 
ty. Is it a difference in the chemical com- 
position of the fatty substances that ac- 
cumulate in the inner layers of the arter- 
ial wall? Do certain combinations of fatty 
substances—triglycerides, cholesterol and 
its esters, and phospholipids such as leci- 
thin and sphingomyelin—predispose to re- 
versibility while other combinations act 
as an irritant and stir up the fibrous 
tissue reactions that convert certain fatty 
streaks to fibrous plaques with blood ves- 
sels growing into and about its margins— 
blood vessels that set the stage for compli- 
cations and clinical disease. We need this 
information badly and we are convinced 
that intelligent use of existing microchemi- 
cal methods could supply this information. 
We are also convinced that when these 
chemical data are framed accurately in 
the dynamic concept of pathogenesis that 
is emerging, we will be able to find hor- 
mones, enzymes, or other’ substances 
that will favor’ reversibility rather 
than progression to crippling and fa- 
tal disease. The contention that we 
could do something about atheroclerosis 
if we only knew whether or not lesions 
were present is no longer valid. There 
is no question about the presence or ab- 
sence of lesions, there is only a question 
of how much of what kinds of lesions and 
where they are located. 


The natural history of atherosclerosis 
is the background against which any at- 
tempt at therapy or prevention must be 
measured and the fatty streak is the most 
promising point of attack, for it is re- 
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versible. We must know what will happen 
if we do nothing before we can accurately 
assess the effectiveness of any therapeu- 
tic or prophylactic effort. And this will 
become possible as we draw a sharp base 
line of expectancy in cases with high antici- 
pated mortality in children in whom only 
reversible fatty streaks are found—a base 
line against which the effectiveness of 
hormonal, enzymic and other therapeutic 
measures can be tested. 
SUMMARY 

The natural history of atherosclerosis 
as we have seen it in over 2,000 aortas and 
several hundred coronary arteries collected 
from eight widely scattered geographic 
areas has indicated: 


1. That the tempo of the natural his- 
tory of atherosclerosis is in terms of 
months, years and decades—not that of 
three meals a day. 

2. That atherosclerosis develops by 
definite sequential stages: (1) fatty 
streaks, (2) fibrous plaques, (3) compli- 
cations of lesions and (4) clinical dis- 
ease. 

3. That each stage is a necessary pre- 
cursor for the following one and that the 
causative mechanisms probably differ with 
each stage. 

4. That everyone above three years of 
age has some degree of fatty streaking. 

5. That the degree of fatty streaking 
in various geographic areas of the world 
is similar, and in all areas there is a rapid 
increase in fatty streaking between 8 and 
18 years, suggesting a relationship to the 
hormonal changes of puberty. 

6. That an interval of approximately 
15 to 20 years lapses before some fatty 
streaks are converted to fibrous plaques. 

7. That the rate of conversion of fatty 
streaks to fibrous plaques varies in dif- 
ferent geographic areas and this variance 
in fibrous plaques correlates with mor- 
bidity and mortality statistics related to 
myocardial infarction; whereas the preva- 
lence of fatty streaks does not. 

8. That fatty streaks are reversible; 
whereas the potential for reversibility of 
fibrous plaques is limited. 

9. That the best hope lies in prevent- 
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ing, retarding or reversing fatty streaks 
and that available microchemical methods 
should yield pertinent data on this point. 

10. That the problem of prevention of 
atherosclerosis is basically a pediatric prob- 
lem. 
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THE CARE AND TREATMENT OF THE MENTALLY ILL IN 


ANTE-BELLUM LOUISIANA 
ROBERT C. REINDERS * 


New Orleans 


It is essential for individuals in all pro- 
fessions to see where they have been—to 
view origins. The sheer size and number 
of our mental hospitals and the prodigious 
amount of psychiatric literature have 
blinded us to that period in American his- 
tory when psychiatric treatment was in its 
infancy. It is hoped here to present a study 
of one Southern state and its effort to 
meet the problems of mental illness in the 
period before the Civil War. In the process 
of reviewing the experience of ante-bellum 
Louisiana, we will incidentally also depict 
the national currents in psychiatric treat- 
ment and hospital care, for, as will be stated 
below, Louisiana in this era was not too 
significantly different in these regards 
from other states. 

COLONIAL PERIOD 

During the colonial period of Louisiana’s 
history, which covered, roughly speaking, 
the Eighteenth Century, there is no men- 
tion in local records of the incidence or 
treatment of insanity. But there undoubt- 
edly were cases of insanity and it may be 
assumed that treatment in the colony fol- 
lowed the general European practices. The 
insane were lodged in local prisons until 
such time as they could be released. The 
less harmful types were allowed to wander 
at large. However in view of certain for- 
tunate conditions in Louisiana society—the 
smallness of the population, the wealth of 





* Department of History, Tulane University, 
New Orleans, Louisiana. 


the planter class, the dominant rural char- 
acter of Louisiana—the inhumanity of con- 
temporary European care, so vividly de- 
scribed by Pinel, was not found in Louisiana. 

In 1803, as a result of the Louisiana 
Purchase, the area which now comprises . 
the State of Louisiana came under the flag 
of the United States. Thousands of Ameri- 
cans poured into the new territory, the 
population of New Orleans alone increasing 
from 7,000 in 1803 to 41,000 in 1820. As 
the population increased, a corresponding 
increase in the prevalence of mental illness 
became a problem to the officials of the 
state. Legally, the Spanish Civil Code was 
maintained with slight modifications. Un- 
der this system a parish judge was ac- 
quainted with the facts of each case and on 
the basis of his understanding he could 
commit the individual to care either in his 
own home or in a “bettering house.” Dur- 
ing the period of the patient’s care, his 
property was protected by the state and 
any revenue derived from the property was 
to be used for his maintenance. This sys- 
tem had little relevance for the pauper in- 
sane who would of course be unable to 
provide for their own needs. For these un- 
fortunates, there were, in the early years 
of the Nineteenth Century, only the pri- 
sons. According to the New Orleans Police 
Code for 1808: “If a dangerous madman 
has no relative he shall be placed in a good 
and secure custody [i.e., prison] in such 
place as the mayor may judge proper and 
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shall be maintained and clothed at the ex- 
pense of the city.” In the rural areas the 
local parish judges were empowered to com- 
‘mit the indigent insane to local prisons or 
workhouses and later, by law, to have them 
sent to the state penitentiary. One can 
imagine the treatment of the insane under 
prison conditions. 
CHARITY HOSPITAL 

The first public institution to care for and 
treat the mentally ill was the New Orleans 
‘Charity Hospital. Founded in 1734, this 
hospital was intended to care for the im- 
poverished ill in the city. In keeping with 
its character as an almshouse infirmary, 
the hospital may have administered to some 
insane from its inception, but it was not 
until 1820 that one wing of the hospital 
was set aside for the mentally ill. When 
a new Charity Hospital was opened in 1834, 
a similar arrangement was followed. The 
patients were chiefly from the New Orleans 
area, though judges from rural parishes 
occasionally committed patients to the care 
of Charity Hospital. 

The growth of the city and attendant 
epidemics severely taxed the hospital’s fa- 
cilities; therefore, it was decided in 1840 
to construct a “suitable building to lodge in- 
sane persons” behind Charity Hospital.° 
The Sisters of Charity, who operated the 
hospital, were to take charge of the new 
building, which would be considered as 
part of the hospital. The new “Lunatic 
Asylum” was designed to serve the entire 
state, although parish judges committed 
some insane to the state penitentiary as 
late as 1847. 

The new asylum, which marks the first 
public building designed for the care of 
mental illness in Louisiana, was described 
by a local writer in 1844. 

This building is 103 feet long by 35 feet broad 
and three stories high. A gallery extends the 
whole length and height of the house in front, and 
affords a fine promenade: A passage of 9 feet 
wide runs through the whole length of the building 
on each floor. On each side of the passages, the 
rooms open, 38 in number, well supplied with light 
and air, and with doors and windows well secured. 


1 Quoted in, Elizabeth Wisner, Public Welfare 
Administration in Louisiana (Chicago, 1930), p. 85. 
2 Louisiana Acts, 1840 (No. 114), pp. 125-126. 
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The stairs run up at the end of the house, and 
occupy but little space. At the opposite end from 
the entrance is the bathing room... . 


The third story of the asylum is divided into 
two spacious sleeping apartments. At each end of 
the building are spacious arbours which are cov- 
ered with vines, affording an admirable shade in 
warm weather. These with the grseunds immedi- 
ately around the Asylum, are well adopted for ex- 
ercise in the open air.’ 

The hospital was located at what was 
then the edge of the city, and was relative- 
ly free from urban noises and disturbances. 


Throughout most of its use as an insane 
asylum, the new building accommodated be- 
tween 70 and 90 patients. As many as half 
of the total were discharged each month 
and the death rate varied from 3 to 7 
monthly. The places left absent by the dis- 
charged and the deceased were quickly 
filled. During 1847, the last full year of 
use, the asylum admitted 678 patients and 
discharged 541, and 85 died. Both white 
and Negro were found in the hospital. 


Very little is known about the treatment 
accorded the mentally ill at the Charity 
Hospital asylum, but in keeping with con- 
temporary practice, it is reasonable to as- 
sume that simple rest was the prescribed 
cure-all. It is known that the building was 
equipped with a shower bath which was 
used to calm the more excitable patients. 
If the Sisters of Charity were as devoted 
to the care of the insane as they were of 
the physically ill, one can safely assume 
that the asylum was far removed from 
many of the contemporary Bedlams. Indeed, 
Dorthea Lynde Dix, who visited the asylum 
in 1846, remarked that she found “incom- 
parably more to approve than to censure.’”* 


However well run the asylum might have 
been, it was unable to surmount certain 
problems which soon lessened its efficiency. 
By the mid-1840’s, the increase of popula- 
tion and the greater tendency of parish 
judges to commit the insane to Charity 
Hospital, led to overcrowding. By late 1847, 
the asylum housed 125 patients. During 





3“Historical Sketch of the Charity Hospital,” 
New Orleans Medical and Surgical Journal, I 
(May, 1844), p. 73. 

4 Quoted in, Helen E. Marshall, Dorthea Dix: 
Forgotten Samaritan (Chapel Hill, 1937), p. 112. 
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these years there was also an increase of 
patients in the hospital proper. The severe 
epidemics of cholera, small pox, typhoid, 
and yellow fever, which struck the poor 
in particular, filled the rooms, corridors, 
messrooms, sections of the medical school 
amphitheatre, and even the Sisters’ private 
apartments. In order to obtain more room, 
many sick were transferred to the mental 
hospital. Though the Board of Administra- 
tors of Charity Hospital admitted that the 
“impropriety and cruelty of placing the 
small pox patients under the same roof 
with the insane, has been felt and re- 
gretted,” there was little choice.” Undoubt- 
edly, the high death rate recorded for 1847 
was due to the spread of yellow fever car- 
ried to the insane by patients sent from 
the hospital. 


NEW ASYLUM AT JACKSON, LA. 

It was obvious from the above condi- 
tions that a new and separate state hospi- 
tal for the mentally ill was necessary. As 
early as 1845, the Board of Administrators 
of Charity Hospital had insisted upon the 
erection of a new building for the insane, 
and in the following year, when Dorthea 
Dix turned her “irresistible appeal’’® on the 
Louisiana legislature, a movement to estab- 
lish a new hospital for the mentally ill was 
activated. Miss Dix’s entreaties must have 
been effective, for, with the strong support 
of Governor Isaac Johnson, a bill to es- 
tablish a new asylum for the mentally ill 
was introduced into the state legislature 
the following year. It passed in February 
1847, and was signed by the Governor. 

The law declared that the new asylum was 
to be located at Jackson, Louisiana, in East 
Feliciana Parish, about thirty miles east of 
Baton Rouge. For operating expenses the 
first year, $10,000 was appropriated plus 
an additional $15,000 for buildings. The 
Governor was empowered to appoint a five 
man Board of Administrators who would 





5 “Report of the Board of Administrators of the 
Charity Hospital of Louisiana,” bound with the 
Senate of the State of Louisiana, Journal, 1843- 
1844 (New Orleans, 1844). 


6“American Hospitals for the Insane,” North 
American Review, LXXIX (July, 1854), p. 71. 
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serve two-year terms.’ This Board in turn 
was to make contracts to carry out the law 
and to employ a doctor, a superintendent, 
and a matron to operate the asylum. The 
Board had the further duty periodically to 
visit the asylum and to furnish the legis- 
lature with yearly statistics. It was pro- 
vided that the insane residents at Charity 
Hospital were to be transferred to Jackson 
as soon as possible. The law stated that the 
power of commitment, formerly held by 
the parish judge, was now to be vested in 
the newly established district judge, who 
was to be responsible for the investigation 
of “all facts and circumstances of the case” 
and who, if he should adjudge the individ- 
ual insane, was to order the sheriff of the 
parish to take the patient to the state 
asylum.‘ 

By fall of 1848, the first building was 
completed and on November 21, the mental- 
ly ill at Charity Hospital, 85 in number, 
were transferred to the new asylum. Ironi- 
cally, the patients who left the overcrowded , 
conditions in New Orleans found no solace 
in Jackson; the asylum was equipped to 
handle only 60 patients. 

Fortunately, there is an excellent descrip- 
tion of the institution made in 1857 by Dr. 
Stanford Chaillé of New Orleans.®° The 
asylum was located on a plot of thirty-one 
acres, much of it wooded, a few miles from 
the small town of Jackson. The chief struc- 
ture was a central building with two at- 
tached wings. Architecturally the building 
was typical of the Greek-Revival style cur- 
rent in ante-bellum Louisiana; the attempt 
to prevent the asylum from resembling a 
prison was evidently successful. The cen- 
tral building was four stories high and it 
contained apartments for the superinten- 
dent and his family, offices and recreation 
rooms, parlors, a chapel, six dining rooms, 
and dormitories for pay patients. A base- 
ment floor provided storage space and con- 





7In 1855 the Board of Administrators was in- 
creased to eight men with four year terms and the 
Governor was made an ex-officio member. 

8 Louisiana Acts, 1847 (No. 69), pp. 56-58. 

® Stanford Chaillé, “Insane Asylum of the State 
of Louisiana,” New Orleans Medical and Surgical 
Journal, XIV (January, 1858), pp. 103-124. 
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tained the hot air furnace. The wings were 
duplicate buildings to house the male and 
female patients. The wings were three 
‘stories high, with a wide gallery on the 
south and west sides of each story. The 
first and second stories were divided into 
nineteen rooms; fifteen single rooms and 
four large rooms—the latter large enough 
to double as day rooms and offices. The 
third stories were divided into six large 
rooms which served as dormitories and 
‘day parlors. A wide hall separated 
the rooms. In addition to the cen- 
tral structure, there were two detached 
buildings, furnished in 1857, to provide 
temporary confinement of violent patients 
of each sex. They were long structures 
apparently one story high, with nine rooms 
accommodating two or more patients in 
each room. Though Dr. Chaillé did not 
mention other buildings on the institution 
grounds, other sources reveal three frame 
houses which were on the land when it was 
purchased. Used at one time to take care 
of an overflow from the incompleted main 
building and for detention of the more ser- 
iously deranged patients, by 1857 they 
served principally for storage. 
Administration of the new institution 
was originally conducted by a superinten- 
dent and matron, Mr. and Mrs. Willian D. 
Collins. They in turn appointed a small 
staff. A physician, W. H. Selby from Jack- 
son, was appointed to make a daily check 
of the sick patients. Two years later the 
Collinses were replaced by Mr. and Mrs. 
James King, and James Pond, from Jack- 
son, became the institution’s physician. 
There was a good deal of criticism of the 
specific personalities involved and of the 
system of separating the function of phy- 
sician and superintendent. The result was 
the appointment in 1855 of Dr. G. Meyberry 
who combined the duty of physician and 
superintendent. His wife served as matron. 
The Meyberrys were replaced in 1857 by 
Dr. and Mrs. J. D. Barkdull who operated 
the hospital with conspicuous success until 
his death in 1865. The superintendent-phy- 
sician received lodging for his family (up 
to three members) and a salary of $1,500— 
increased to $3,000 in 1859. The staff of 
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the asylum had been increased over the 
years and numbered twenty-one by 1858. 
This made an attendant-patient ratio of 
about one to seven. 


ADMISSIONS AT JACKSON 

The asylum opened, as noted above, with 
an initial 85 patients. As the new wings 
were added to the central building and 
other buildings completed, more patients 
were accepted; by 1860, there were 144 
mentally ill in the institution. The largest 
number of patients were listed as “state 
patients”; that is, they were declared in 
“indigent circumstances” by a police jury 
or municipal council. While there was some 
question about the “indigence” of some of 
these, undoubtedly most of the patients 
were impoverished. Wealthy citizens com- 
monly sent their mentally ill to sanitariums 
in the North, or cared for them within the 
confines of the home. There is no record 
of a private sanitarium existing in Louisi- 
ana. For those who were neither indigent 
nor wealthy enough to secure private care, 
there were facilities at Jackson for pay 
patients. They were housed in the central 
portion with separate quarters, dining fa- 
cilities, and private exercise yard. Depend- 
ing upon accommodations, the pay patients 
were charged between $12.50 and $50.00 a 
month. As the hospital became better 
known, pay patients increased in number 
from 5 in 1853 to 28 five years later. In 
1859 they paid $3,799, or nearly one-sixth 
of the total operating expenses. 

Orleans Parish furnished by far the lar- 
gest number of patients—538 of 879 in the 
years 1847 to 1860—although the parish 
accounted for less than a fourth of the pop- 
ulation of the state. Foreign born made up 
most of the New Orleans group, at one time 
accounting for 74 per cent of the total 
committed from the city. These immigrant 
patients were generally young—twenty to 
forty years of age—and had a history of 
chronic unemployment as unskilled laborers 
and servants. There were undoubtedly sev- 
eral reasons for the preponderance of the 
foreign born in the hospital: social isolation 
and value conflicts of an immigrant group 
in a new country; toxic psychosis resulting 
from the frequent yellow fever epidemics 
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which struck with special furor among the 
poorer classes; and the tendency of New 
Orleans officials to reduce the city’s grow- 
ing workhouse population by sending them 
to the asylum—it was “more an almshouse 
than an Insane Asylum,” complained one 
asylum administrator.'’ 

The Jackson institution also contained a 
handful of slaves and free Negroes. The 
slaves were supported by their owners, 
though Dr. Chaillé noticed in 1857 that 
there were no slaves in the asylum at the 
time of his visit; he concluded that the 
owners were unwilling to pay the required 
$150 for yearly care of a slave. There is 
no evidence of racial segregation among 
the state patients. 

CONDITIONS AT JACKSON 

The conditions at the asylum varied ac- 
cording to the degree of crowding and the 
changes of superintendents; the reports of 
the conditions however varied with the po- 
litical affinities or humanitarianism of the 
legislative delegates who visited the Jack- 
son asylum. But one factor was obvious in 
all reports: there was never enough space 
to shelter adequately all of the patients. 
Construction of new buildings was held up 
by the failure of the legislature to provide 
necessary appropriations and by the fre- 
quent failure of contractors to supply build- 
ing materials at the proper time. There was 
even some talk in 1858 of a graft of asylum 
funds appropriated for construction pur- 
poses. Since the buildings were relatively 
new, the problem of repair was not acute; 
however, Dr. Chaillé reported that the cen- 
tral building and the wings were showing 
wear. 

The rooms and dormitories were con- 
sidered spacious enough, but again condi- 
tions depended upon the ability of the ad- 
ministration to handle an increasing pa- 
tient load. One legislative committee com- 
plained in 1852 that they had observed 
fifteen people confined in one room. More 
bitter was Representative Lacoste. Con- 
ditions he said were wretched: 

I caused several of the cells which were shut to 


be opened. In the first of these cells I found an 
unfortunate woman almost naked, and covered with 


~ 10 Administrators of the Insane Asylum, Report, 
1855 (New Orleans, 1855), p. 8. 
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her own excrements. In the second, I found an- 
other woman who had a piece of cloth, no larger 
than a handkerchief, with which she was trying to 
hide her nakedness. I then asked the guardian, 
who was walking with me, why these women had 
no clothes; upon which he answered, that in their 
fits of frenzy they tore them. Why should they 
not, then, have a blanket and should not their 
rooms be warmed by the calorific machines [hot 
air furnace] adopted by the establishment[?] }! 

Conditions evidently improved, but as late 
as 1858 a legislative committee criticized 
the superintendent and the trustees for the 
“horribly filthy condition” of the detached 
buildings.'* 

Judging by the official reports, food in 
the early years of the asylum must have 
been cheap, inadequate, and monotonous. 
In 1852, a legislator reported that break- 
fast was composed of bread and coffee; 
dinner of a tin cup full of corn soup con- 
taining a small piece of boiled meat and a 
piece of bread; supper of tea and bread. 
Under Meyberry and Barkdull the diet be- 
came more varied as more money was spent - 
for “small groceries” and the institution 
was supplied with foodstuffs obtained from 
their own garden plots. The pay patients 
were fed more wholesome meals, sharing 
the same table with the superintendent 
and his family. 

Clothing appropriations were skimpy in 
the first decade of the institution’s opera- 
tion; Representative Lacoste reported that 
the women were badly dressed and bare- 
footed. The clothing problem was some- 
what alleviated by increased clothing allot- 
ments and by the introduction of sewing 
rooms where the less disturbed patients 
made clothes for their fellow inmates. 

MORBIDITY AND MORTALITY 

The health of the patients was far from 
good. There were several factors which con- 
tributed to the prevalence of illness in the 
asylum. (1) Patients sent to the hospital 
~ 11 Report from Committee on Charitable Institu- 
tions,” bound with Lowisiana Reports, 1852. 

12 Memorial of the Late Board of Administrators 


of the Insane Asylum at Jackson Together with 
the Reply of the Present Board of Administrators 
and the Report of the Special Committee to whom 


Was Referred the Memorial of the Late Adminis- 
trators (Baton Rouge, 1858), p. 10. This was the 
same committee that investigated rumors of graft 
at the asylum. No legal charges were brought 
against the old Board of Trustees. 
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were often sickly or suffering from mal- 
nutrition. ‘Many are sent here,” an asylum 
report stated, “in the last stages of bodily 
‘ disease, and [their] prospect is speedy 
death.”"®= (2) For nearly half of the ante- 
bellum period the only medical attention the 
patients could expect was a daily visit by 
a Jackson doctor, who quite naturally could 
hardly hope to meet emergency cases and 
who had his own local practice to attend. 
With the appointment of a superintendent- 
’ physician the patients were guaranteed bet- 
ter medical treatment. Unfortunately, the 
original suggestion that the asylum be con- 
structed in or near New Orleans in order 
to benefit from the medical facilities of 
Charity Hospital was ignored by the state 
legislature. (3) The overcrowded condi- 
tions of the asylum made the ravages of 
epidemical diseases inevitable, of which the 
most common was diarrhea. The problem of 
epidemical diseases was heightened by the 
inability to isolate the sick from the healthy 
due to the failure of the legislature to ap- 
propriate funds for an infirmary. 

The above situation could only lead, by 
modern standards, to a fantastically high 
death rate. For the period 1847-1860, of 
the 932 patients admitted 408 died while 
in the asylum. Or to look at it in another 
manner, nearly every other individual who 
entered the institution found his “release” 
in death. 

ANTE-BELLUM LISTING OF CAUSES OF INSANITY 

Before discussing treatment at the Jack- 
son asylum, it might be well to investigate 
the causes of insanity as proposed by the 
superintendents, for it is obvious that their 
diagnosis would to some extent affect their 
concepts of treatment. This relationship 
was recognized by superintendent James 
King, who stated in 1852: 

Here are congregated the grave and gay, the 
educated and ignorant, the virtuous and the de- 
praved, exhibiting every degree of insanity, from 
the furious maniac to the harmless imbecile. To 
separate and classify these, according to the char- 
acter of the patient, and the nature of his disease, 
is one of the surest means to effect their restora- 


tion.!4 


'8 Administrators of the Insane Asylum, Report, 
1855, p. 8. 

14 Administrators of the Insane Asylum, Report, 
1852 (New Orleans, 1852), p. 11. 
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Most of the annual reports of the state 
asylum have long lists prepared by the 
superintendents which depict the cause of 
insanity among the patients. The most 
complete list is taken for the year 1856, 
when the following “causes” of insanity 
were listed: Miasmatic Fevers, Intemper- 
ance, Demency, Epilepsy, Religious Anxi- 
ety, Puerperal Fever, Monomania, Idiocy, 
Masturbation, Melancholy, Mania, Disap- 
pointed Love, Paralysis, Jealousy, Jaundice, 
Scurvy, Penodicae, Intense Study, Domes- 
tic Happiness, Loss of Property, Blows on 
Head, and Unknown. As can be observed, 
the superintendents confused symptoms 
with causes. The one exception was Dr. 
Barkdull who saw the relation between ear- 
lier mental history of the patient and his 
present mental condition; he bemoaned the 
fact that few case histories were sent by 
the courts with the patient. This super- 
intendent attempted to place his patients 
within a few categories of “Mental Aber- 
ration.” The following is his table for 1858: 
Mania Acute, Mania Chronic, Mania with 
Epilepsy, Mania Periodical, Monomania, 
Dementia, Dementia with Epilepsy, Imbe- 
ciles, Idiotic, Not Insane. Two years later 
Barkdull reduced the list of mental dis- 
eases to six: Mania Acute, Mania Chronic, 
Dementia, Dementia with Epilepsy, Imbe- 
ciles, and Idiots. In reducing mental illness 
to a few general catagories, Barkdull re- 
sembled some of the German psychiatrists 
of the day, and may have been influenced by 
them. However, Barkdull evidently found 
these catagories unacceptable, for in the 
following year he reverted to listing 
symptoms.!'” 
~ 15 Mention here might be made of an observation 
by the New Orleans Commercial Bulletin after the 
yellow fever epidemic of 1853. “The only cause 
that we have heard alleged for the extraordinary 
increase of insanity noticeable in the community 
is the amount of quinine administered for the cure 
of yellow fever during the recent epidemic. From 
the singular effects of the drug on the brain, we 
imagine that those who have ever taken it will be 
disposed to think the cause a sufficient one.” 
From later scientific knowledge we know of course 
that quinine has doubtful mental affects; more 
likely the rate of insanity increased after yellow 
fever epidemics due to toxic psychosis induced by 
attacks of fever, or a psychic breakdown precipi- 
tated by a personal crisis during the epidemic. 
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TREATMENT 

There was almost no interest in mental 
illness among the medical fraternity in 
Louisiana; for example, between 1844 and 
1861 only three original articles on insanity 
or mental hospitals (one of them an ex- 
tended book review) appeared in the New 
Orleans medical journals. There are two 
possible reasons for this seeming indiffer- 
ence. Firstly, the causes of insanity were 
unknown. Treatment was nonmedical—rest 
and recuperation in pleasant surroundings. 
For this a physician was not thought to be 
needed. Secondly, the rate of insanity was 
so low and the problems of epidemical dis- 
eases so immense, the medical profession 
could hardly be concerned with an “incon- 
sequential” malady. If 150 people were sent 
yearly to Jackson, could this compare with 
27,000 ill and 8,000 deaths during one five- 
month yellow fever epidemic in New Or- 
leans alone? Historically speaking, modern 
psychiatry has been possible only after the 
medical profession has been freed of the 
monumental tasks imposed by raging epi- 
demics. First Jenner and Pasteur, then 
Freud. 


In view of the failure of those concerned 
with the care of the mentally ill to agree 
on the causes of insanity, or to propose some 
widely accepted theory, whether right or 
wrong, it is obvious that a program of 
treatment would suffer from lack of direc- 
tion. Indeed the mental institutions of the 
time assumed the only logical position in 
view of their ignorance. They simply pro- 
vided the most decent care possible under 
the circumstances, hoping that nature 
would take its course and a goodly percent- 
age of the inmates would be restored to 
normality. ‘Kindness and _ consideration 
formed the keystone of the whole theoreti- 
cal structure,” Albert Deutsch concludes.'® 
Or as Dorthea Dix stated, the only remedy 
for insanity was to be found in “rightly 





16 Albert Deutsch, The Mentally Ill in America: 
A History of the Care and Treatment from Colonial 
Times (New York, 1946), p. 94. 

17D. L. Dix, Memoriol Soliciting Enlarged and 
Improved Accommodations for the Insane of the 
State of Tennessee by the Establishment of a New 
Hospital (Nashville, 1847), p. 4. 
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organized hospitals.”!* This policy was hu- 
mane, and in many cases it worked. 

The overall policy at the Jackson insti- 
tution was in keeping with the theory of 
the day; it was, to use one of Dorthea 
Dix’s phrases, a “hospital,” a place of rest 
and recuperation. The physical surround- 
ings were a significant element in cure ac- 
cording to the psychiatric thinking of the 
age. The geographic location itself was 
designed to produce the least tension and 
certainly Jackson, Louisiana, in the ante- 
bellum period was isolated from all dis- 
turbances. Moreover it was hoped by the 
trustees to provide the proper physical set- 
ting, but their intentions were somewhat 
greater than their accomplishments. Plans 
for shady walks, a scenic stone wall, and 
flowered gardens were never realized. The 
general appearance of the grounds was 
slightly slatternly. But at least the institu- 
tion did not have a prison look characteris- 
tic of many mid-Nineteenth Century asy-. 
lums. 


Another necessity urged by contempor- 
ary mental health reformers was the isola- 
tion of the difficult patients and the sick 
from the less disturbed and healthier in- 
mates. This was a goal of the Jackson 
superintendents, but, as noted earlier, the 
limited funds and the overcrowding pre- 
vented this program from being carried 
out effectively. The construction of two 
buildings for the more disturbed did pro- 
vide for isolation of this group. A more 
difficult problem to face involved dealing 
with the indiscriminate choice of patients 
sent by local or state authorities. The state 
penitentiary transferred several criminal 
insane to the asylum and, in addition, crimi- 
nals acquitted on a plea of insanity were 
committed to the Jackson asylum. They 
were, lamented one superintendent, a “great 
annoyance to [the] place.’’’* Feeble minded, 
aged, and infirm were also confined in the 
state asylum. And in one case a crippled 
child from Baton Rouge was taken care 
of at Jackson for lack of a better home for 
her. 





18 Administrators of the Insane Asylum, Report, 
1859 (Baton Rouge, 1859), p. 13. 
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One of the revolutionary doctrines of 
Nineteenth Century mental care concerned 
the removal of physical restraints. Attend- 
‘ ants were to “treat the patients with uni- 
form attention and respect,” to speak to 
them in a “mild and persuasive tone of 
voice” and never to lay violent hands upon 
them.'® The first superintendents of the 
Jackson asylum seem to have been ignorant 
of this approach, for, by all accounts, pa- 
tients were manacled in their rooms, de- 
‘ prived of clothing, beaten, and placed in 
solitary confinement. All of this changed 
with superintendent Barkdull who followed 
the more humane practice of using mechan- 
ical restraints only where absdlutely neces- 
sary. “Solitary confinement, the use of the 
straight jacket, and corporeal punishment 
have been almost entirely abandoned,” a 
visiting group of legislators reported in 
1859." “It was not necessary,” Dr. Bark- 
dull declared, “‘to chain, whip, or use any 
harsh means whatever in the management 
of our patients.” “Our experience,” he 
added, “teaches that they [the inmates] 
cannot be successfully controlled by any 
other means than those of uniform kindness 
and forbearance.’*! There is no record that 
the Louisiana asylum made use of bleeding, 
narcotics, and cathartics, so highly urged 
by some doctors in treating mental illness. 


RECREATIONAL THERAPY 

In order to occupy the patients’ attention 
and as an aid to the restoration of their 
sanity, some form of recreational therapy 
was essential. At Jackson one large room 
was set aside as an entertainment center. 
Here dances and musical programs were 
held; on Sunday it doubled as a chapel. The 
musical taste of the patients was fostered 
by instruction in vocal and instrumental 
music. A choir composed of inmates par- 
ticipated in the Sunday services. It was 

19 By-Laws Adopted by the Managers of the New 
Jersey State Lunatic Asylum at Trenton... 1847 
(Trenton, 1847), pp. 16-17. 

20 Special Report of the Committee on Charitable 
Institutions Relative to the Management of the In- 
sane Asylum at Jackson to the Legislature of the 
State of Louisiana (Baton Rouge, 1859), p. 4. 


21 Administrators of the Insane Asylum, Report, 
1859, p. 21. 
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hoped that intellectual pleasures might be 
provided at the institution by the develop- 
ment of a library, but unfortunately the 
Louisiana asylum was hard pressed to ob- 
tain funds for books. The chief literature 
sent to the asylum appears to have been 
largely religious in character—gifts of the 
American Tract Society. Newspapers were 
supplied free to the asylum by several New 
Orleans and Baton Rouge dailies. Catholic 
and Protestant religious services were prob- 
ably a form of recreation in the minds of 
most patients. A Protestant minister waxed 
enthusiastic about the reception of the Sun- 
day services ; only the feeble minded seemed 
unconcerned. 

The above programs were the only form 
of organized recreation. The administration 
attempted for several years to obtain horses 
and a large carriage in which the ladies 
might be drawn about the grounds. No- 
thing came of this proposal; the carriage 
road was not even constructed. A request 
for equipment for billiards, bagatelles, ten 
pins, and chess also seems to have fallen 
on dour legislative ears. 

The limitations of the institution’s recre- 
ational program undoubtedly left a great 
deal of free time for the inmates. Accord- 
ingly Dr. Barkdull formulated a work pro- 
gram which would occupy the patients from 
four to six hours a day and at the same 
time help maintain the asylum. Women 
were assigned to laundry and sewing rooms, 
while men were employed in the garden, 
chopping wood, and at various odd jobs 
about the grounds. Pay patients were not 
required to participate in these ventures 
unless they so desired. 

RESULTS OF TREATMENT 

It would be difficult to ascertain the re- 
sults of the “rest” treatment at the Jackson 
asylum. The only statistics available are 
the rates of discharge, which would be 
misleading. Patients were evidently dis- 
charged if they showed “various degrees 
of improved mind” because the overcrowded 
conditions of the asylum and the steady 
flow of new inmates sent by parish offi- 
cials demanded removal of a part of the 
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asylum population yearly.** Furthermore 
no follow-up studies were made by the ad- 
ministrators, nor is there any record of 
the number of patients who were returned 
to the asylum. All that can be concluded 
is that the conditions at the hospital were 
such, particularly in the last ante-bellum 
years, that most of the benefits of the 
“rest” concept of therapy were possible. 
ESTABLISHMENT OF TEMPORARY ASYLUM 

After 1848, when the state asylum be- 
gan operation, the treatment of the mental- 
ly ill in New Orleans worsened. Charity 
Hospital continued to care for a handful 
of mentally ill every year, but out of hu- 
manity, not policy. “A hospital devoted 
to the treatment of disease is an improper 
asylum for incurable patients” insisted 
Charity Hospital officials.** Governor John- 
son urged, without success, special funds 
for Charity Hospital to care for these cases. 
Mayor A. D. Crossman of New Orleans con- 
tended however that the problem of over- 
crowding could be alleviated only by the 
establishment of a second state asylum near 
New Orleans. 

The problem of caring for the insane 
awaiting transfer to Jackson was left to 
the city of New Orleans. In 1848, the city 
obtained the use of a three story wing of 
the parish prison to house these “tempor- 
ary” patients. A few insane were also 
held in a municipal jail. 

The condition of the inmates in the par- 
ish prison was “truly deplorable,” reported 
a legislative committee in 1852.** This view 





22 Administrators of the Insane Asylum, Report, 


1852, p. 6. Each year there were a number of 
patients who “eloped,” which was probably a 
euphemism for “escaped.” There is evidence in 


one case at least that some of these “elopements” 
may have been encouraged. A superintendent re- 
ported that two visitors with the aid of two at- 
tendants attempted to use the asylum as a recruit- 
ing ground for a New Orleans house of prostitu- 
tion. In 1855 that state legislature passed a law 
that provided a fine and/or imprisonment of up 
to six months for anyone found guilty of aiding a 
patient to escape. 

23 Board of Administrators of the Charity Hos- 
pital, Report, 1852, p. 3. Copy appended to the 
Senate of the State of Louisiana, Journal, 1852 
(New Orleans, 1852). 

24 House of Representatives of the State of Lou- 
isiana, Journal, 1853 (New Orleans, 1853), p. 9. 
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was substantiated by a reporter dispatched 
to the prison by the New Orleans Delta. 
Here were forty-three persons, twenty- 
three men and twenty women 

cribbed, cabined, and confined within the dreary 
limits of a common paved jailyard, destined rather 
for the temporary confinement of murderers and 
thieves than persons guilty of no crime or sin 
which they could control. Not a shrub or flower 
[on] which the eye can gaze—the blue sky only 
to be seen above the high walls which surround 
them—hemmed in on every side—they know no 
pleasure—no recreation—but all is dull, miserable, 
monotony, only confining, not relieving their dis- 
ease. 

The clothing provided the inmates was 
“of the coarsest kind, and such as are used 
for the uniforms of the most abandoned 
wretches of the workhouse, or the prison.” 
The mentally ill were fed a “miserable and 
inadequate diet” of the “cheapest and poor- 
est quality.” It was the reporter’s view— 
shared at the time by a few members of 
the city common council—that part of the 
food budget alloted to the insane was pock-- 
eted by prison officials. One man, paid the 
wage of a policeman, was in charge of the 
insane; he was aided by two male and two 
female assistants who were criminals sent 
from the workhouse.” 


Whether the public criticism as found in 
the above newspaper account had any real 
effect on the city fathers it would be diffi- 
cut to determine; but whatever the cause, 
the common council in 1854 decided to re- 
move the local insane from the parish pri- 
son and confine them to the old Third Dis- 
trict Workhouse, which was made available 
after a municipal reorganization in 1852. 
If any of the mentally ill thought their con- 
dition would be improved by this move, 
they were soon disillusioned. “Call it a 
lock-up, Calaboose, or mankennel, if it 
pleases you,” Dr. Chaillé wrote bitterly, 
“for surely no benevolent lexicographer 
could so outrage humanity and the English 
language as to justify our city fathers in 
terming this place an Asylum.” Using 
information provided by Dr. Charles Déléry, 
the city physician, he pointed out that the 
place was unsanitary and overcrowded; 
“lunatics, beggars, and persons affected 








25 Weekly Delta, March 13, 1854. 
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with delirium tremens only, are all sent, 
without distinction to the Temporary Asy- 
lum,’”“* A study of the record book showing 
entries and releases at the Temporary Asy- 
lum for the Indigent Insane for the period 
July 2, 1858, to July 21, 1859, presents an 
additional picture of the inmates. Most of 
those confined were between twenty and 
forty years of age, though a ten and a 
twelve year old were found there as well 
as a free Negro who was surmised to be 
one hundred years old. Seventy per cent 
were foreign born, largely Irish and Ger- 
man. Unless death occurred, and this hap- 
pened frequently, a patient committed to 
this “temporary” asylum could count on a 
long stay. No patient was transferred to 
Jackson in less than six months after entry. 
One poor ainfortunate entered April 5, 1859, 
and was removed only upon his death on 
June, 17, 1864. Many of the “patients” 
were released on the order of a police judge 
—a fact implying that the asylum was used 
as a general prison as much as a place of 
confinement for the insane. Slaves and 
free Negroes were also confined to this in- 
stitution; since no segregation policy was 
followed in the old parish prison wing, there 
is no reason to believe thet the temporary 
asylum was segregated. The attendants 
were prisoners who could reduce their work- 
house sentences by serving in the tempor- 
ary asylum. One wonders how solicitous 
“Baltimore Jimmy” or “James George, alias 
M. Bird” were toward their charges. 

Dr. Déléry was unable to force the com- 





26 Chaillé, “Insane Asylum of the State of Lou- 
isiana,” New Orleans Medical and Surgical Jour- 
nal, XIV, 112. 
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mon council to improve conditions at the 
temporary asylum; the municipal lawmak- 
ers were evidently satisfied to vote a few 
thousand dollars for maintenance and ig- 
nore the problem. However, Dr. Déléry 
was able, by special permission, to transfer 
certain patients to Jackson without waiting 
for the required sixty-day period after com- 
mittment. He also had the power to dis- 
charge patients he felt were restored to 
sanity. 
SUMMARY 

As the ante-bellum period is reviewed in 
perspective, it can be said that the treat- 
ment of mental illness in Louisiana was 
probably on par with that of other states. 
If conditions in New Orleans were bad after 
1848, at least facilities improved at Jack- 
son, which was “in no essential respect in- 
ferior to the best asylums abroad [i.e., out 
of Louisiana] and, for many reasons, defi- 
nitely preferable.”** The reputation of the 
asylum drew pay patients from Mississippi, 
Arkansas, and Texas. Indeed, the treatment 
of mental illness in Louisiana was probably 
better in the twenty years before the Civil 
War than in any other period of the Nine- 
teenth Century. Before 1842, the street, 
jail, or almshouse was the unpleasant lot 
of the indigent insane. After the Civil War 
the state asylum became involved in the 
graft, dishonesty, and rancor of reconstruc- 
tion and its aftermath. By all accounts 
conditions in the Jackson asylum were 
wretched. Not until the turn of the cen- 
tury was there a real improvement in the 
care and treatment of mental illness in 
Louisiana. 


27 [bid., 114. 
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RECENT ADVANCES IN MENTAL HEALTH CARE 
BY THE STATE MENTAL HOSPITAL * 


ARTHUR L. SEALE, M. D.+ 


Pineville 


CHARLES WATKINS, M.D.+ 


New Orleans 


The treatment program of a mental 
hospital is no longer limited to isolating 
the patient from the environment, offering 
them an asylum from the strains and 
stresses of the outside world, nor is it 
simply a matter of giving electric shock 
or one of the tranquilizing drugs. The 
treatment selected for a patient in need of 
care for mental illness may range from 
seclusion in a quiet room in a mental 
hospital; through working in the com- 
munity and spending the evenings and 
weekends in the hospital, to remaining 
outside the domiciliary hospital. Between 
there is a wide range and combination of 
therapies. We would like to discuss some 
of the current activities that are being 
carried out in Central Louisiana State 
Hospital. These demonstrate something 
of the current role of the state hospital 
as a community facility, and as a part of 
the community. 

Spectacular changes have occurred in 
the relationship of the mental hospital to 
the community in the last two decades. 
One reason for this change was the advent 
of the drastic therapies in the mid-thirties 
which brought an atmosphere of optimism 
and enthusiasm to the hospitals. The pa- 
tient who came into the hospital was likely 
to go out of the institution earlier and 
contact with the environment was likely 
to be better maintained. 

During World War II many service 
men and their wives were subjected to 
unusual emotional stress with resulting 
psychiatric illness. This necessitated the 
expansion of the psychiatric services in 





* Presented at the Seventy-eighth Annual Meet- 
ing of the Louisiana State Medical Society, May 
7, 1958, in Shreveport. 

Central Louisiana State Hospital, Pineville, Lou- 
isiana,+ and Department of Psychiatry and Neu- 
rology, Louisiana State University, New Orleans, 
Louisiana.t 


the military to a spectacular degree. Many 
young physicians became acquainted with 
psychiatry and carried a knowledge and 
respect for its achievements back into 
civilian life. A good number of these phy- 
sicians remained in psychiatry. 

As many of you know it was the ex- 
perience of the military in World War II 
and in Korea that prolonged hospitaliza- 
tion usually resulted in an inability of the 
psychiatric patient to return to duty. The 
military psychiatrist learned more and 
more to rely upon emergency treatment 
and a rapid return to duty. 


It is a generally recognized fact that 
when patients become adjusted to the- 
hospital they frequently find it difficult 
or impossible to return to the community. 
We feel that activities planned to keep 
the patient in contact with the community 
even though hospitalized help to reduce 
this danger. With that in mind we have 
developed a number of programs at Cen- 
tral to insure that the patient will not 
become isolated. Programs in which non- 
paid personnel come into the hospital for 
repeated contacts with the patient help to 
achieve this; other programs in which 
the patient retains or re-establishes rapid 
contact with the out-of-hospital communi- 
ty is another. 

Whatever the specific activity, it is de- 
signed to emphasize the similarity of the 
patient to the non-patient. This can be 


TABLE 1 
AVERAGE LENGTH OF HOSPITAL STAY 





























OF DISCHARGED PATIENTS 

Year —_ Days Year 7 Days 
1947 710 1952-53 360 
1948 730 1953-54 260 
1949 460 1954-55 210 
Statistical Reporting 1955-56 190 
Changes to Fiscal 1956-57 170 


Year Basis 
1950-51 
1951-52 


400 
410 
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achieved by mutual activities, or by per- 
mitting the patient to retain as many of 
the rights, and responsibilities of the per- 
‘son not under medical care as possible. 

Among the activities or facilities we 
would like to discuss are the volunteer 
worker, the day hospital, the working-out 
plan, the foster home and others. 

VOLUNTEER WORKERS 

The Patient Service Organization is one 
of the most far-reaching programs at Cen- 
tral. It has resulted from the enthusiasm 
of a group of dedicated women of the 
community who have banded together to 
bring different types of activity from 
the community to our patients, and to help 
educate the general public in its relation 
to this institution. The organization had 
its beginning in May, 1952, during Mental 
Health Week when one individual visited 
the hospital during Open House and was 
amazed at the exceedingly small number 
of visitors and the apparent lack of in- 
terest of the public. From this small be- 
ginning the program has developed into 
an integral part of the institution. This 
organization is a Hospital Auxiliary not 
bound by hospital routine as far as rules, 
regulations, and supervision is concerned. 
It has its own officers, committees, and 
authority to conduct its own program. 
A member of the hospital staff serves as 
coordinator in order to facilitate planning 
and acts in an advisory capacity to help 
prevent conflicts between the group’s ac- 
tivities and those of the various depart- 
ments of the hospital. 

The membership of this organization is 
composed of persons from civie and cul- 
tural clubs, churches of all denominations, 
music clubs, garden clubs, veterans organ- 
izations, Junior Service League, and in- 
dividuals interested in mental health. 
There is a total of 40 of these clubs or 
organizations in the Alexandria and Pine- 
ville area participating in this program, 
and an active membership of approxi- 
mately 125 individual members. In ad- 
dition there are 45 affiliated organiza- 
tions in other areas of the state that con- 
tribute to the Volunteer Program. There 
are several hundred of these affiliated 
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members. The active members work di- 

rectly on the wards with patients. The 

affiliated members make contributions. 
THE DAY HOSPITAL 

Many of you, I am sure, have heard of 
the so-called Blain Report, which included 
a suggested 20 year plan for improving 
mental health in the State of Louisiana. 
One of the major recommendations in this 
report was the creation of a Treatment 
Center which included not only a highly 
effective clinic, but a day hospital. The 
day hospital offers a treatment facility 
whereby the patient who is ill, but who 
is not disturbing to the community or 
dangerous to himself may receive the 
treatment afforded by the mental hospital. 
Through this program the patient is able 
at the end of the day to return to his or 
her family and continue to be a part of 
the community. This type facility should 
provide all types of treatment for the 
mentally ill, including psychotherapy, elec- 
tric shock, insulin, occupational therapy, 
carbon dioxide, music and others. 

About four years ago there appeared 
to be a need of a fourth mental hospital 
to cover the southwest section. It was 
thought that a treatment center such as 
described might satisfy this need. In 
September, 1955, such a center was estab- 
lished at Lafayette, Louisiana. It is main- 
tained by a staff of 14 people with two 
part-time psychiatrists. (Table 2) 


TABLE 2 
LAFAYETTE DAY HOSPITAL 








Established—September, 1955 
Patients Treated in Two Years—1,200 
Estimated Reduction 

in Hospital Census—100 Patients 


Treatment Facilities Available 
Psychotherapy 
Drug Therapy 
Electric Shock 
Insulin 


Occupational Therapy 
Recreational Therapy 
Music Therapy 

Other Activities 





THE WORKING-OUT PROGRAM 
The working-out program is a type of 
activity in which the patient still in need 
of mental hospital care can resume his 
occupational activities and still remain in 
the protective atmosphere of the hospital. 


Occasionally the external situation is 
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such that the patient is unable to return 
to the home environment. In such a sit- 
uation the patient may be financially un- 
able to immediately assume the cost of a 
new living establishment or is too over- 
whelmed by anxiety to go out and live 
alone. In certain selected cases when a 
situation of this sort arises it is possible 
for the patient to live in the hospital and 
to go regularly to work in the morning, 
returning to the hospital in the evening. 
The hospital offers the patient an oppor- 
tunity for a type of security in the rela- 
tionship that he would not find if he had 
only a furnished room to return to and 
no one with whom to associate. 

Beginning in November of 1956, pa- 
tients living at Central Louisiana State 
Hospital, upon the recommendation of 
their physician, became eligible for place- 
ment in the community either on renumer- 
tive jobs, or in vocational training in pre- 
paration for future positions. 

The purpose of this program was three- 
fold: (1) To shorten the stay of the 
patient at the hospital; (2) to decrease 
the possibility of his return to the hos- 
pital; (3) finally, and perhaps the most 
important, to help him gradually adjust 
to community living while still maintaining 
hospital residency. Table 3 shows what 

TABLE 3 
DISTRIBUTION OF PATIENTS FOR JOB 
PLACEMENT AND TRAINING 


Placed 
in 

Em- Vocational 

No. ployed Training Unplaced 
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we have been able to do in this area. 

Table 4 shows that better than 50 per 
cent of the patients in this program had 
been classified as psychotic. Of these 26 
psychotic patients, 14 were placed. While 
the figures are too small to represent a 
valid indicator, the results favored: the 
placement and adjustment to the job of 
the group classified as manic-depressive. 

HOSPITAL OPEN TO COMMUNITY ACTIVITIES 

We have up until now talked to a great 
extent about the changes that have been 
seen in the care of the patient, the atti- 
tude of the patient, and the resources that 
are currently available for patient care. 
Another very important and _ definite 
change that we see in many areas is the way 
in which the hospital has opened itself 
to the community. 

In recent years we have been fortunate 
in being host for meetings of numerous 
professional and non-professional groups. 
These included chaplains, and other re-. 
ligious groups, practical nurses, graduate 
nurses, medical groups, the State Coroners 
Association, meetings of social workers, and 
welfare agencies, occupational and recre- 
ational therapists, flower society groups, 
and others. One recent impressive meet- 
ing was that of a local camellia society at 
which there were presented some 800 
specimen blossoms of camellias. These 
flowers, at the end of the meeting, were 
placed on the patient’s cafeteria tables to 
be admired by the patients at their break- 
fast the following morning. 

RECREATIONAL FACILITIES 
The recreational facilities offered by 














White Males 18 7 0 ot : 
Whine Mensates 27 10 5 12 the hospital are now being shared by the 
Colored Males 0 0 0 0 patients and the community. Not infre- 
Colored Females 1 0 0 1 quently the patients are able to partici- 
TABLE 4 
DISTRIBUTION OF PATIENTS FOR JOB PLACEMENT AND 
TRAINING ACCORDING TO STAFF DIAGNOSIS 
Placed in Vocational SS nent 
No. Employed Training Unplaced Returned * 
Schizophrenia (All types) 17 5 2 10 3 
Manic-depressive (Psychosis) 5 4 1 0 1 
Psychosis (Other) 4 2 0 2 0 
Addictive Conditions 9 3 0 6 2 
Organic Conditions 2 0 0 2 — 
Mental Deficiency 1 0 0 1 — 
Non-psychotic Disorders x 3 2 3 1 





*Unable to continue employment or training because of mental symptomatology 
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pate with the visitors from the community 
in various types of recreational activities. 

About ten years ago, when we became 
able to develop a recreational field, we at- 
tempted to develop the best softball field 
in the community. It was not long before 
our teams were in competition with the 
local teams, and a short time later we 
became members of the local Softball 
League. About this time we also gave the 
city of Pineville a ball field for the de- 
‘velopment of their Little League team. 
Almost daily during the season one could 
see on one ball field activity between our 
patients, and members of teams from the 
community; and on the other and ad- 
jacent field a lot of activity and noise from 
and between teams of the Little Leagues 
of the community. 

MUSIC AND ART THERAPY 

Art therapy is a creative activity used 
as a medium through which a patient can 
release emotional and nervous tensions. 
Emphasis is placed on freedom of ex- 
pression rather than on production of an 
object. Various types of crafts are used 
in accordance with the patient’s individ- 
ual needs. Here again is an opportunity 
for members of the community to come 
and contribute through their individual 
interest and talents in the various phases 
of arts. Groups of patients in this de- 
partment make field trips to different 
areas of the community. 

The effect of music in the rehabilitation 
of the mentally ill has long been known. 
In recent years music therapy in our 
hospital has become the center of a social 
rehabilitation program. This has come 
about because the music activity is highly 
socialized. The patients function in 
groups. They plan programs and work 
together to see that these programs are 
carried out. When visitors come from 
outside refreshments are frequently served, 
and the visitors are shown the courtesies 
that would be accorded them if they were 
visiting outside the hospital. In addition 
to this attention to other people the pa- 
tients tend to show considerable interest 
in appearing their best in such situations. 
This leads to activities aimed at improving 
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their personal appearance and behavior. 
Thus we can see how this type of activity 
is much more than simply making or 
listening to music. It can be utilized as 
a social rehabilitation program of the 
first order, and is so used. 

Our music department is a member (the 
only hospital we know of) of the National 
Federation of Music Clubs. Our patients 
attend music recitals, community concerts, 
art shows, and any other activity of this 
sort put on in the communities. Patients 
participating in activities in this depart- 
ment are not a select few about the hos- 


pital. Activities are put on by schedule 
and different and entire ward groups 
come in from time to time for various 
programs. 


EDUCATION 

In recent years there have developed 
more opportunities in the field of voca- 
tional rehabilitation for patients in mental 
hospitals. In this direction we have made 
attempts at developing our own vocational 
education system. Thus far we have a 
trade school in mechanics, where on com- 
pletion of the courses students are issued 
a certificate by the Department of Edu- 
cation. I might add at this point that we 
also have these advantages for our em- 
ployees. The following is a table showing 
the patients who have attended these 














classes since they began in 1955. 
TABLE 5 
ADULT EDUCATION PATIENTS 
7 i ais Completed _ Average 
Number Completed High Grade 
Enrolled Grammar School Increase 
1955 48 12 2 2.4 
1956 67 16 3 2.8 
1957-58 93 24 6 3.2 


Classes are being conducted for the Colored 
Service with an enrollment of 24. 

Plans are being made to conduct Adult Edu- 
cation Classes on TB Service. 





THE FOSTER HOME 

The foster home is as useful for many 
psychiatric patients as it is for many 
children. There are a number of reasons 
that can make it impossible for an individ- 
ual to go back to his own home or to 
establish a home of his own. Occasionally 
a patient may be physically ill or infirm 














Vol. 110 


with a chronic illness which necessitates 
a relatively great amount of inactivity. In 
such a case the patient will have to be in 
some sort of environment where care is 
available. Many chronic psychiatric pa- 
tients who have been in a hospital for a 
number of years have lost the indepen- 
dence that is necessary to function on 
their own in the community. In such in- 
stances it is possible for them to be 
placed in a foster home where they can 
become self-supporting, but continue to 
have the support of an environment that 
is not immediately involved in the family 
difficulties. Although the potentials of the 
foster home care have not been fully ex- 
plored by our hospital, we have placed a 
number of patients in foster home situa- 
tions, particularly, people who are eligible 
for welfare assistance. In recent months, 
we have, however, become more active in 
this area. In the last six months, 70 pa- 
tients, who needed continued nursing care, 
have been placed in nursing homes as close 
to their relatives as has been possible. 
Many of these cases have been old people; 
whereas, others have been younger de- 
bilitated patients for whom the best psy- 
chiatric treatment was good nursing care. 
As we utilize the nursing homes, the 
more possibilities we see in this direction. 


EMPHYSEMA AND COR PULMONALE—Waggenspack 383 


0. 


The open hospital is gaining much favor 
these days. We are becoming increasingly 
aware that a large proportion of psychia- 
tric patients do not need to be incarcer- 
ated behind locked doors but can be 
treated as are most other patients. They, 
as a rule, recognize their illness, are will- 
ing to remain for care, if care is available, 
and do not disturb the environment. Cur- 
rent building plans tend to a great extent 
to reflect this attitude. We now see mental 
hospital buildings that can be locked to 
keep people out but not in. The patients 
can leave but if the doors are closed they 
are unable to get back into the ward. 
Perhaps more imporant than this aspect 
of the open door policy is the change that 
has taken place within the hospital build- 
ings themselves and within the wards. 
Many of you are acquainted with the nurs- 
ing station or the doctor’s office carefully 
protected from the ward by heavy plate 
glass and locked doors. Not infrequently. 
the doctor’s offices are even placed in 
different buildings. 

Some of the new buildings reflect a very 
marked change from this viewpoint as 
can be noted when we find nursing sta- 
tions that are completely open where the 
patient can come up and talk to the nurse 
at will, and where the doctor is available 
to the patient. 





EMPHYSEMA AND COR PULMONALE 
CLAY A. WAGGENSPACK, JR., M. D. 


Baton Rouge 


Although there is at present a tendency 
to call any right ventricular hypertrophy 
and dilatation cor pulmonale, whether it 
be secondary to lung disease, mitral steno- 
sis, or antecedent left heart disease,* the 
term seems, by its etymology, best reserved 
for those cardiac conditions which are se- 
condary to disease of the lungs and pul- 
monary eirculation.* Except in those areas 
where schistosomiasis or silicosis are com- 





* Presented at the Annual Scientific Session, 
Louisiana Heart Association, May 17, 1958, Lake 
Charles, Louisiana. 


mon, a discourse on cor pulmonale is largely 
a discourse on pulmonary emphysema. 
COR PULMONALE—ETIOLOGY 

If healthy subjects are exposed to hypoxia 
by the simple maneuver of decreasing the 
oxygen level of their atmosphere to about 
13 per cent, there are measurable changes 
in pressure relationships in the lung.** 
These involve 25 per cent increase in the 
mean pulmonary arterial pressure, and an 
almost 50 per cent increase in the pulmon- 
ary arteriolar resistance. These changes 
occur purely on the basis of hypoxia, with 
no significant change in the mean pulmon- 
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ary capillary pressure or in the pulmonary 
venous pressure. Under natural conditions 
of hypoxia such as occur in healthy inhabi- 
tants of high altitudes one discovers poly- 
cythemia, an increased blood volume, in- 
creased chest and lung volumes and in- 
creased cardiac output, but normal or slight- 
ly elevated pulmonary artery pressures. The 
heart, although it is enlarged with right 
ventricular hypertrophy, fills and empties 
without evidence of failure. Again, these 
are changes due almost exclusively to hy- 
poxia. In the clinical state this hypoxia 
is caused by three processes: 

I. Restrictions of the pulmonary vas- 
cular bed as in silicosis, granulomatoses, 
primary pulmonary hypertension, chron- 
ic recurrent pulmonary emboli, vascular 
changes of mitral stenosis, schistosomiasis, 
and, to a small extent, emphysema. 

II. ‘“Alveolar-capillary block’! as mani- 
fested by sarcoidosis, idiopathic alveolar 
fibrosis, Hamman-Rich disease, berylliosis, 
and lymphangitic carcinoma. 

III. Alveolar hypoventilation from re- 
strictive chest disease, “Pickwick” syn- 
drome, neuromuscular disorders and most 
important of all, bronchospastic disorders, 
primarily asthma and obstructive pulmon- 
ary emphysema. 

Once hypoxia has been induced by one 
of these processes, certain changes occur. 
These include polycythemia, once consid- 
ered secondary to bone marrow anoxia, but 
recently shown to be related to erythro- 
poietin production ;*’ following the poly- 
cythemia there is hypervolemia and _ in- 
creased blood viscosity with subsequent in- 
crease in cardiac output. There is also 
significant pulmonary vascular spasm, and 
in the case of the Group I diseases men- 
tioned above, an actual anatomic restric- 
tion of the vascular bed. All these factors 
tend to produce pulmonary hypertension 
and its resultant right ventricular hyper- 
trophy, and finally dilatation and failure.® 

COR PULMONALE—TREATMENT 

This failure, in the presence of an in- 
creased cardiac output, struggling to main- 
tain adequate blood flow against the pul- 
monary hypertension and hypervolemia, 
is a “high output” failure. Nevertheless 


the paramount method of treatment 
is digitalis. Experiments have shown that 
giving digitalis intravenously further in- 
creases the cardiac output, but it decreases 
the right ventricular diastolic pressure and 
the peripheral venous pressure so that the 
direct action on the myocardium improves 
the efficiency of cardiac contraction even 
in high output failure. It should be men- 
tioned that the heart rate is not a good 
guide to digitalis dosage in this particular 
type of failure. These patients should, of 
course, be on a low salt diet and they should 
be getting diuretics, two of which need 
special mention, diamox and ammonium 
chloride. The hypoventilation of cor pul- 
monale results in increased alveolar carbon 
dioxide since the carbon dioxide is not 
being pushed out. This results in retention 
of carbon dioxide in the arterial blood, 
which causes pH to drop and a state of 
acidosis to result. In an attempt to com- 
pensate for this acidosis, the renal tubules 
re-absorb more bicarbonate with a resultant 
increase in the blood bicarbonate level, and 
a state of compensated respiratory acidosis 
results.'” Diamox, of course, causes diuresis 
with reduction in pulmonary and peripheral 
venous congestion, but it also, in some pa- 
tients, has a direct therapeutic effect by 
increasing urinary excretion of bicarbonate 
which drops the blood bicarbonate level." 
Since the hypercapnia decreases the sensi- 
tivity of the respiratory center to changes 
in carbon dioxide tension, the drop in the 
blood bicarbonate level may decrease res- 
piratory depression and increase alveoli 
ventilation, especially during exercise. The 
notion here is that by lowering the blood 
carbon dioxide at rest it allows the patient 
more “room” to increase the blood car- 
bon dioxide during exercise. The usual 
method of administration is to give two or 
more tablets daily for four or five days 
with rest periods in between. It should 
be noted that this does not work in every 
patient, but occasionally the results are 
dramatic. In addition to the changes just 
mentioned there is an increase in the renal 
excretion of chloride to compensate for 
the respiratory acidosis, so these patients 
usually have hypochloremia (which, inci- 
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dentally, may become profound when mer- 
cury is administered) and this may be 
avoided by the administration of ammon- 
ium chloride if the patient can tolerate it 
without gastric upset. These patients 
should have rest, but not complete inac- 
tivity because hypostatic pneumonia is more 
likely in an already impaired lung. 

This brings us to the administration of 
oxygen and the precautions that are es- 
sential to its use. All of us have seen, in 
emergency rooms, patients with decompen- 
sated emphysema misdiagnosed as pure car- 
diacs. An oxygen mask is slapped on, and 
coma ensues. The principal mechanism 
which controls our breathing is a centra- 
genic drive for carbon dioxide elimination 
in the medullary center; but there is also 
a less sensitive one, normally inactive, which 
comprises the chemoreceptors of the caro- 
tid and aortic bodies innervated respective- 
ly by the ninth and tenth cranial nerves. 
It is triggered largely by oxygen deficit. 
The patient with emphysema who has long 
had marked retention of carbon dioxide no 
longer breathes in response to carbon di- 
oxide excess. He is dependant on his need 
for oxygen to stimulate his respiration. If 
oxygen in large doses is administered, with 
removal of the one stimulus to breathing 
that the patient had, he goes into coma with 
further accumulation of carbon dioxide re- 
sulting in uncompensated respiratory acido- 
sis, somnolence, stupor, and death. 

Finally, the much neglected phlebotomy 
is indicated in cor pulmonale more than in 
any other form of heart disease. The sit- 
uation here is that the chronic hypoxia 
results in polycythemia, increased circulat- 
ing blood volume and hypervolemia with 
an increase in hematocrit and blood vis- 
cosity. Early this is a compensatory mech- 
anism trying to make up for the impair- 
ment of oxygenation of the available red 
cells by increasing the total red cells reach- 
ing the lung, but it soon causes an increase 
in work load which more than counteracts 
the initial improvement, and this can best 
be handled by repeated small phlebotomies 
which sometimes give miraculous results. 
Every several days 250 or so ccs. should 
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be removed and the hematocrit kept be- 
tween 45 or 50 mm. 


PULMONARY EMPHYSEMA—ETIOLOGY 

From a numerical point-of-view, the over- 
whelming problem in cor pulmonale is the 
problem of emphysema. From the time 
an infant breathes its first breath, the 
respiratory mechanism consists of the 
forceful pulling in of air through the lifting 
up of the rib cage by the muscles of respi- 
ration, and the depression of the dia- 
phragms from contraction which sucks air 
into the lung stretching the elastic tissue 
of the lung like a balloon inside a vacuum 
chamber, and the passive elastic recoil of 
the stretched lung forcing the air back out 
of the chest. It is important to realize that 
the bronchi and bronchioles are longer and 
wider during inspiration than they are 
during expiration, and the degree of bronch- 
iolar obstruction that might be insignifi- 
cant during inspiration becomes extremely 
important during expiration. For instance, - 
since the rate of air flow is proportional 
to the cross sectional area of the bronchus, 
a reduction of 40 per cent in the cross 
section of the bronchus on inspiration would 
amount to perhaps 70 per cent of expira- 
tion, and as you can see, this would result 
in a tremendous impairment to expira- 
tion. The obstructions to which we refer 
are primarily asthmatic bronchitis, bronch- 
ospasm, and purulent bronchitis although 
it is not uncommon to see fulminating em- 
physema following the violent coughing that 
results from virus pneumonia. 

The bronchitis and bronchospasm cause 
expiratory obstruction; expiratory obstruc- 
tion causes a chronic state of alveolar dis- 
tention, and subsequently there is dilatation 
of the alveolar ducts, engorgement of the 
air sacks with air, rupture of the inter- 
«lveolar septa, fragmentation of alveolar 
walls, and formation of large cysts and 
bullae from the remains of two or more of 
the original alveoli.-' The progressive dis- 
tention weakens the elastic recoil, and with 
increasing impairment to emptying, there 
are more and more trapping, and further 
increases in residual volume, leaving us 
with a patient whose chest is massive, but 
the major part of whose lung volume is 
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stale air. The anoxia results in weakness 
and weight.loss, at least part of which 
springs from being too tired to eat. Even 
the “work of breathing’ sometimes seems 
too great a task, and these patients often 
comment that they are so tired they would 
welcome a way to stop breathing. 

This seems an appropriate place to dis- 
cuss a few of the dynamic pulmonary func- 
tion tests which appear so frequently in 
the literature, some familiarity with which 
seems to be necessary in order to read about 
emphysema. The most important are: 

1. Timed vital capacity (T.V.C.). Since 
in the normal healthy person almost 100 
per cent of the total mobile air is expired 
during the first three seconds of expiration, 
and at least 80 and perhaps 85 per cent 
in the first second of expiration, measuring 
the time of vital capacity gives a pretty 
good index of expiratory obstruction."’ 

2. Residual volume (R.V.) The con- 
dition of expiratory bronchial obstruction 
leads to trapping of air in the air sacs at 
the end of expiration so that the residual 
volume of the lung increases. ** Ordinarily, 
this is discussed in terms of residual vol- 
ume/total lung capacity ratio (R.V./T.L.C.) 
since the size of the chest varies tremen- 
dously from patient to patient, and it is 
the proportion of the total air remaining 
in the dead space that is significant. An- 
other way of stating this is to refer to 
“increasing pulmonary mid-position.” The 
resting lung is more filled with air than is 
the resting lung of a healthy person. The 
ratio of exchanged to stagnant air is di- 
minished.* 

3. Maximum breathing capacity (M.B.- 
C.). This is a measure of the total amount 
of air that can be moved in and out of the 
lungs during one minute and is usually 
measured in liters. Obviously in the case 
of bronchial expiratory obstruction, the 
maximum breathing capacity will be 
markedly limited.* It should also be noted 
that if one checks a series of vital capacities 
in these patients, there is more trapping 
following each exhalation so that the base 
line gradually steps up. 

Any talk of these pulmonary function 
studies would be incomplete without men- 
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tioning that the most important methods 
of assessing pulmonary function are still 
(1) the feel of the chest under the hands, 
(2) the sound of the chest under the stetho- 
scope, and (3) the sight of the chest under 
the fluoroscope. These measures may not 
make for concrete figures that can be 
recorded and kept for reference, but they 
are simple, valuable office indices of the 
patient. 
PULMONARY EMPHYSEMA—TREATMENT 

The most neglected aspect of the treat- 
ment of emphysema relates to irritant gases 
and the most common irritant gas is, of 
course, tobacco smoke. The “tobacco bron- 
chus” with its inflammation, redness, and 
edema is an accepted pathological entity, 
and its return toward normal unconstricted 
size with improvement in air exchange on 
cessation of tobacco is familiar to all en- 
doscopists. Most emphysema patients state 
that no doctor has ever flatly forbidden 
them to smoke cigarettes. All of them 
rationalized that tobacco has an expector- 
ant action which helps them to cough up 
secretions, and it is imperative that the 
doctor explain that this expectorant action 
in no way compensates for the bronchial 
obstruction that results from the chronic 
irritation of tobacco. Patients with bron- 
chospasm should stop tobaco completely, 
without exception. 

The treatment of bronchopulmonary in- 
fection is the next most important available 
measure for the prevention and manage- 
ment of cor pulmonale,*** and one must not 
wait for the full blown clinical picture of 
pulmonary infection before starting anti- 
biotic therapy. The best approach is to cul- 
ture the sputum and order sensitivities 
and immediately start the patient on anti- 
biotics, both parenterally and by aerosol. 
It should be noted that when antibiotics 
are given by aerosolization, it is wisest to 
use those drugs which you are not likely 
to use parenterally or by mouth such as 
neomycin and aerosporin, and it is also 
important that the patient wash the mouth 
out carefully after the nebulization because 
of the muccous membrane faculty of pro- 
ducing sensitization which is much greater 
than in other modes of administration. It 














Peed 








Vol. 110 


is important to use the antibiotics in an 
intermittent fashion to prevent the develop- 
ment of completely resistant flora, and also 
to prevent the occurrence of staphylococcal 
colitis and fungus infections and the other 
hazards that result from long term con- 
tinuous antibiotic therapy. It might also 
be mentioned that these patients are very 
good candidates for vaccination against the 
virus pulmonary diseases since their res- 
piratory reserve is so borderline that the 
development of influenza and its associated 
bronchitis can often pitch them into com- 
plete decompensation. 

Reference should be made to the use of 
bronchodilators which are most effective 
by nebulization either with compressed air 
or oxygen or the use of nebulizers. If it 
is necessary to use a hand nebulizer, one 
good hint is to have the family procure a 
bicycle pump and replace the rubber bulb 
with the pump since that represents con- 
siderably less effort on the part of the 
patient than the continuous squeezing of 
the bulb. Vapornephrin and isuprel are 
both very good bronchodilators for nebu- 
lization. The oral methods are less effec- 
tive, but around the clock medication can 
be given by combining ephedrine, theophy- 
lline, and a sedative, or by using orthoxine. 
Suppositories last only a very short while 
and usually will cause proctitis if used 
for any length of time. In an acute situa- 
tion one might administer 100 cc. of fluid 
per rectum with 0.5 gm. aminophylline. 
Isuprel is also available in the form of 
linguettes, and there are several powder 
and compressed spray bronchidilators avail- 
able. In case fastness develops, it is some- 
time possible to restore tolerance with the 
administration of 1 per cent neosynephrine. 
There has been little recent talk of anti- 
cholinergics for nebulization, perhaps be- 
cause they proved to be too drying. 

Respiratory aids are of value, and the 
current favorite is Intermittent Positive 
Pressure Breathing (I.P.P.B.) which con- 
sists of a flow sensitive valve which is 
tripped by the beginning of the patient’s 
inspiration, forcing air plus whatever drugs 
are being administered by nebulization into 
the lung at a pressure of 15 to 20 mm. This 
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is not always enough to relieve the patient 
who is suffering from carbon dioxide nar- 
cosis, and occasionally it is necessary to put 
such a patient in a Drinker respirator 
which, of course, forces the carbon dioxide 
out. If the respirator is used, it is impera- 
tive that some attention be given to the 
tendency to buck, and adequate cycling 
of the machine and the patient’s own 
breathing is important. Although the elec- 
trophrenic respirator is no longer men- 
tioned as an aid to breathing, some work 
is now under way involving electrodes along 
the entire insertion of the diaphragm." 
There is also an alternating positive and 
negative pressure device called “the ex- 
sufflator” which has the added ability to 
suck secretions out of the chest. Its exact 
role in the treatment of pulmonary em- 
physema seems not established. As a mat- 
ter of fact, several sources think the medi- 
cation administered by I.P.P.B. would be 
just as effective if given alone,” an opin- 
ion not shared by others,'***" including 
many patients. Along with the broncho- 
dilator drugs and the antibiotics that have 
been mentioned previously, respiratory de- 
vices can also be used for the administra- 
tion of wetting agents and detergents, the 
most commonly used being Alevaire which 
loosens secretions and permits them to be 
expectorated. There is another one more 
recently available called Turgimist which 
does not contain glycerine and therefore, 
does not gum up the machines, but since 
it contains iodine it could cause disastrous 
results in an iodine-sensitive patient. It 
is also possible to administer enzymes by 
the nebulizers. Several of these enzymes, 
trypsin particularly, can be administered 
both by needle and by nebulization and one, 
pancreatic dornase, seems, in the hands of 
some workers," to produce extremely good 
results by nebulization. There is conflict- 
ing evidence as to whether or not the dor- 
nase is labile under conditions of nebuliza- 
tion.** There is also evidence that some of 
these enzymes can cause metaplasia,’ and 
finally, reference should be made to the 
fact that their very effectiveness can cause 
trouble. Patients have almost drowned in 
their own secretions following the admin- 








388 


istration of parenteral enzymes, simply be- 
cause the structural changes in the lung 
do not permit satisfactory expectoration 
of the tremendous amounts of secretions 
that are sometimes produced. 

Steroids are specific for the changes 
of sarcoidosis and in asthma, but their 
worth in simple obstructive emphysema is 
also great since they reduce the inflamma- 
tory response and thereby increase the 
size of the bronchial lumen. 

Antitussive agents are important when 
the cough is devastating and nonproductive 
because the pressure relationships in se- 
vere coughing are such as might damage 
the already weakened alveoli. Expectorants 
are of value, especially saturated solution 
of potassium iodide. Postural drainge if 
the patient is still sufficiently healthy to 
tolerate it, is extremely important, and the 
preferred method of management is to 
give an aerosol of a bronchodilator and an 
expectorant, then use postural drainage to 
clean out secretions and follow this with 
the aerosol administration of whatever an- 
tibiotics are desired. 

Some mention should be made of the 
effect of sedatives on these patients. Drow- 
siness depresses the patient’s respiratory 
center which is already at a critical level, 
and as a result, usually deep in the night, 
changes occur which we attribute to cere- 
bral anoxia manifested mostly by restless- 
ness, boisterousness and irritability. Giving 
such a patient narcotics to quiet him can 
only lead to more trouble because it fur- 
ther depresses the respiration and further 
decreases the cerebral oxygen supply with 
the result that the belligerence and noisi- 
ness increase. There are those who feel 
that the judicious use of chloral hydrate 
or bromides, paraldehyde or ether in oil 
will avoid this result and this may some- 
times be the case. Often the best thing to 
do is explain to the family that any attempt 
to put the patient to sleep would make 
matters worse. 

Emphysema patients interpret an excess 
of stagnant air as a deficit of fresh air, and 
feel that the way to improve their respira- 
tion is to inspire more deeply when what 
they actually need is to exhale more fully, 
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and exercises which are directed towards 
improving the emptying of the lung rather 
than increasing the filling of the lung can 
occasionally give dramatic results. The ori- 
ginal exercises were proposed in a manual 
put out by the Royal Asthmatic Society,’ 
and there have been many modifications of 
them.'* The most important exercise starts 
with the patient lying down, perfer- 
ably with his head lower than his feet, per- 
haps with a sandbag on his abdomen, per- 
haps with knees flexed. In the last third of 
expiration the patient pushes on the lower 
part of his abdomen with his hands and 
sucks in the lower ribs and upper abdomen. 
Inspiration is largely passive plus an at- 
tempt to push the diaphragm down and pro- 
trude the abdominal musculature. After 
the exercises have been learned lying down 
until they become automatic, the patient 
sits up and does the same process, then 
stands up, and finally, employs the same 
push type of expiration when walking 
around. If these exercises are done with 
an enthusiastic physical therapist and an 
intelligent patient, breathing can be re- 
educated to the point where the patient 
uses his abdomen for expiration instead 
of for inspiration even when he is asleep, 
certainly evidence of complete retraining. 
Where all of the necessary factors are avail- 
able, the results from breathing exercises 
can be most dramatic,'® but the average 
physician does not have the time to do the 
training himself. If when one fluoroscopes 
the patient, pressure on the lower abdomen 
with the hand causes visible improvement 
in diaphragmatic excursion, some thought 
may be given to the use of pneumoperito- 
neum or an emphysema belt. It is import- 
ant to realize however, that any compres- 
sion of the lung is going to close off normal 
alveoli before it interferes with areas of 
obstructive emphysema. You collapse the 
good aveoli first. Distention per se does 
no harm so far as gas exchange is con- 
cerned. “It is not the size that is import- 
ant, it is whether or not there is good venti- 
lation of lung that has good blood supply.’’® 
So if you do something to the lung which 
improves the ventilation of the emphysema- 
tous area, regardless of volume, then good 
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may ensue, and raising the diaphragm may 
make a better bellows of it and thereby 
improve ventilation. There is little indi- 
cation for surgery in the treatment of 
emphysema. The removal of large em- 
physematous blebs, unless the space is con- 
tracted either by the use of a sponge or 
by a collapse procedure, does not result 
in much improvement because the rest of 
the lung has to fill in the space that is left. 
As a result, more overdistention occurs. 
Sinusitis, which is nearly always present, 
should be vigorously treated. Salicylates 
have been shown in tremendous doses to 
stimulate the respiratory center and im- 
prove carbon dioxide removal,?’ a matter 
which is still of experimental interest since 
the dosage required usually exceeds toler- 
ance. Where there is allergic asthma in- 
volved, the avoidance of offending pollens, 
the use of desensitization, aminophylline 
and other measures are helpful. The drying 
action of the antihistaminics often out- 
weighs their beneficial effects. 

I'3' has been used to render these pa- 
tients myxedematous. When measures such 
as this are introduced it is wise to re- 
member that these patients have many emo- 
tional factors in their disease, since it is 
one which renders them practically com- 
plete cripples without representing any im- 
mediate threat to their lives. Any improve- 
ment that is not absolutely documented by 
laboratory methods should be viewed with 
suspicion. 

SUMMARY AND CONCLUSION 

1. Decompensated cor pulmonale is 
treated much as is other heart failure ex- 
cept that phlebotomy is indicated where 
polycythemia exists, and oxygen must be 
used with caution. 

2. The treatment of cor pulmonale is 
most often the treatment of pulmonary 
emphysema. In emphysema the restriction 
of the pulmonary vascular bed which is 
essentially untreatable is much less import- 
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ant etiologically than is the hypoxia which 
is treatable. 

3. The treatment of emphysema _in- 
cludes bronchodilators, exercises, enzymes, 
detergents and many other measures, but 
the two most important are the control 
of pulmonary infection and the complete 
avoidance of irritants, especially tobacco. 
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VASCULAR HEADACHE 
HENRY D. OGDEN, M.D.* 


New Orleans 


Headache is not a rare symptom or ail- 
ment; its common occurrence makes it of 
importance to both physician and patient. 
Discussions of headache usually reflect 
the primary interest of the investigator. 
We feel that headache may be due to a 
variety of causes, even in the same patient, 
and therefore, a comprehensive diagnostic 
study of the headache patient is indicated. 
In addition to determining the causes of 
headache, we must first of all differentiate 
vascular from nonvascular headache. 

Refore discussing the types of headache 
and their treatment, a review of some of 
the more salient points in our recent 
statistical study is in order. 

STUDY OF GENERAL POPULATION 

This study ' included 4,634 persons and 
represented a cross-section of the popula- 
tion. The statistics so obtained indicated 
background etiologic factors of those with 
headache as compared to those without. 
Previous studies of this type have been 
limited for the most part to headache pa- 
tients, and not the general population, 
resulting possibly in biased impressions 
and no comparative data. Some of the 
more noteworthy findings were: 

1. Recurrent headache is present in 
over 60 per cent of the general popula- 
tion. 

2. Migraine (broadly defined) is 
found in 13.2 per cent of those with 
headache,” according to my criteria. 
When it is more rigidly defined it is 
found in only 5.2 per cent. Incidentally, 
throbbing headache is present in ap- 
proximately 30 per cent. 

3. We found that strictly defined 
histamine cephalalgia is a clinical rarity. 

4.. Headache in the frontal region of 
the head was reported by 72.7 per cent; 
while many of these frontal headaches 
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are relatively mild, they may be severe 

and disabling. 

5. Occipital or neck pain is present 
in 15.6 per cent of all persons report- 
ing headaches. Muscle pain or myalgia 
of the scalp or neck muscles frequently 
accompanies or follows vascular head- 
aches. 

6. Recurrent nasal symptoms were 
reported by 45 per cent of those with 
headache, contrasted with 19 per cent of 
those with no headache. 

7. In those without headache, 77 per 
cent have a history of “colds”; where- 
as 92 per cent of those with headache 
gave this history. So-called “colds” may 
often be manifestations of respiratory 
allergy. 

8. Eleven per cent of the nonhead- 
ache group had a familial history of 
allergy ; whereas, headache sufferers re- 
ported 25 per cent. These figures were 
tested through use of recognized statis- 
tical procedures and were shown to be 
significant. In view of these findings 
we cannot dismiss specific sensitivity 
as a factor in many cases of headache. 

9. Another interesting finding was 
that headache is apparently more com- 
mon among females, 71 per cent and in 
males 50.7 per cent; the younger adult, 
21 to 30, 74.6 per cent and over 60, 
28.6 per cent; the unmarried, 70.8 per 
cent and in the married, 61.1 per cent; 
the student, 80.2 per cent, executive, 
77.3 per cent, and professional groups, 
70.8 per cent. 

STAGES 

We are limiting our discussion to vascu- 
lar headache, in which there are three 
well recognized stages: 

1. Vasoconstriction. In this stage the 
patient may experience aurae or prodro- 
mal signs including visual changes, scin- 
tillating scotomata, mood changes, etc. 
(Figure 1). 

2. Vasodilation. Pain is due to an in- 
creased amplitude of pulsation which pro- 
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VASOCONSTRICTION 
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duces afferent impulses on nerve tendrils 
in the vessel walls. Visual changes may 
persist. Nausea and even vomiting may 
occur. (Figure 2). 


VASODILATATION 
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Figure 2 
3. Edema. If the dilation of the artery 
continues, edema of the wall may occur. 
During this stage the response to a spe- 
cific vasoconstrictor may not be satisfac- 
tory. (Figure 3). 


EDEMA (or swelling of the wall) 


BY. 





Figure 3 
Many patients experience a weight gain 
of several pounds prior to their headache. 
This is associated with the retention of 
water, sodium, potassium, and corticoster- 
oids. There is an outpouring of these sub- 
stances during diuresis which usually oc- 

curs during the attack. 
Cranial vascular disturbances may be 
atypical. As an example, a “migraine var- 
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iant”” means that the pain may appear in 
unusual locations, such as the face, shoul- 
ders, or chest. On the other hand, symptoms 
of migraine or in fact, of vascular head- 
ache in general, may be present without 
head pain. This has been designated as a 
“migraine equivalent.” 
CAUSES 

We may divide the main causes of vas- 
cular headache into: (a) precipitating or 
trigger, (b) predisposing, (c) a combina- 
tion of trigger and predisposing. Trigger 
causes may be nonspecific (temperature 
changes, hunger, fatigue, etc.) allergic re- 
actions, excessive smoking, emotional epi- 
sodes, toxic states, vasodilator substances 
such as histamine, alcohol, and _ nitrites, 
biochemical changes and nerve irritation. 
Predisposing causes are mechanical lesions 
of cervical spine, unmarried state, occupa- 
tion, hypertension, nasal abnormality, sex, 
heredity, age, advanced education, psycho- 
genic states and nasal allergy. Both trig-- 
ger and predisposing causes are endo- 
crine, nasal changes, eye strain, bio- 
chemical changes, mental conditioning, 
medical pathology and stress. 

There are undoubtedly several other fac- 
tors. Endogenous, chemical or hormonal 
substances may be involved. Water and 
lower molecular weight substances may 
leak into the tissues. In the tissue fluids 
in headache there may be an agent capa- 
ble of lowering pain thresholds. The head- 
ache patient seems to have labile vasomo- 
tor changes. The involved vessels may be 
extracranial or intracranial. In the latter 
type the pain is usually generalized. Ede- 
ma of the brain tissue itself has been 
shown to occur at times. 

Neuropsychiatrists state that there is 
little evidence of specific precipitating psy- 
chodynamic factors. However, feelings of 
repressed hostility, tension and the per- 
fectionist type of personality, etc., may be 
identified. The poor adaptation to stress in 
some individuals may be due to heredity. 
Imbalance of the autonomic nervous sys- 
tem is a feature. Mental states may be 
unrecognized and also the factor of mental 
conditioning is frequently overlooked. By 
mental conditioning we mean that an in- 
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dividual has come to expect a headache as 
a sequel to certain events. 

As a matter of fact, I feel that many 
headaches may be explained on a semi- 
reflex basis. Frontal headache may be an 
example of this type.* (Figure 4) 

We feel that frontal headache is of the 
vascular type, because these patients fre- 
quently manifest other criteria of vascular 
pain such as nausea, throbbing, visual 
changes, clinical response to the ergota- 
mines, etc. It has been shown that pain 
arising from the nasal or sinus mucosa 
may be referred to various parts of the 
head and not particularly to the frontal 
area. It is believed that pain is seen in 
acute sinus infection, but not in chronic 
sinus infection. The older concept of the 
“vacuum” type of headache due to sinus 
plugging is not now universally accepted. 

We believe that the mechanism of fron- 
tal headache may be due to dilation of the 
ophthalmic artery itself or one or more of 
its terminal branches, which may be initi- 
ated by pressure on the anterior and/or 





posterior ethmoid vessels. Nasal symp- 
toms of a greater or lesser degree are 
often found in this syndrome; “cluster 
headaches” may be flare-ups of frontal 
headache. (Figure 5). 

It is better for us to recognize that the 
patient has either vascular headache or 
nonvascular headache. I believe we have 
used the word migraine far too often, 
since symptoms thought to be typical of 
“classical migraine” may be found in other 
types of headache. As indicated, the head- 
ache problem is complex; it may be based 
on an ocular disturbance, nasal abnormali- 
ty, stress, medical disorder such as hyper- 
tension, changes in cervical vertebrae or 
dises, nerve irritation (such as is seen at 
times in the occipital) which may be as- 
sociated with vascular head pain. We 
should not classify headaches by naming 
the cause. I dislike the term “allergic 
headache” as much as I do the term “ten- 
sion headache.” 

To illustrate the complexity of the head- 
ache problem, the taking of alcoholic 
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drinks may produce headache in any one 
or more of the following ways.* 

1. The immediate vasodilating effect of 
alcohol may quickly precipitate an attack. 

2. The hangover type headache also 
may be associated with dilation or in- 
creased amplitude of pulsation. 

3. Headache may be due to sensitiza- 
tion to the beverage itself. Many individu- 
als cannot drink a certain beverage, such 
as beer, without developing headache. 

4. Emotional factors may result from 
overindulgence. 

5. Excessive smoking (associated with 
drinking) may produce nasal irritation. 

PREVENTION AND TREATMENT 

Obviously the prevention of headache is 
an important topic. The patient must be 
evaluated from an overall standpoint in 
which all causative mechanisms are stud- 
ied and properly managed. Nothing should 
be left undone in our study of the pa- 
tient with severe recurring headache. We 
should attempt to understand the patient’s 
emotional and psychological background. 

Prophylactically certain medications are 
helpful. Ataraxics such as meprobamate 


may have a tranquilizing effect but should 
not be used unless specifically indicated. 
A combination such as Bellergal which 
“dampens” the central and autonomic ner- 
vous systems. An antihistamine may be 
very helpful especially in frontal headache, 
or when nasal changes are involved. 

Nose drops may help certain patients, 
especially in the lateral head low position, 
but addiction must be guarded against. 
The topical use of a steroid such as pred- 
nisolone in the nose by nasal spray may 
help nasal symptoms and therefore head- 
aches. 

An injection of histamine base will pro- 
duce a headache in a normal person 
promptly; this headache is usually pre- 
ceded by flushing of the face. A hista- 
mine cephalalgia patient may experience 
an attack of histamine cephalalgia in ad- 
dition to the above headache twenty min- 
utes or longer after the injection of hista- 
mine. 

Histamine is liberated by the body cells 
as part of the allergic reaction. It has 
been stated that its use may induce a re- 
fractory state in which the individual does 
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not respond with clinical symptoms to the 
endogenous production of this substance. 
Good results have been reported by cer- 
tain workers; however, I feel that more 
controlled statistical studies are indicated. 

It should be emphasized that the treat- 
ment of all vascular headaches is similar 
with only individual variations.® Thus if 
one is able satisfactorily to treat the pa- 
tient symptomatically, we are then able 
to better study the causes and eliminate 
or reduce the frequency of the episodes. 


Pure symptomatic treatment of head- 
ache justifies discussion. The treatment of 
vascular headache differs from nonvascu- 
lar head pain in that the prime objective 
is to constrict the dilated cranial blood 
vessels; Whereas, with nonvascular head- 
ache v.12 attempts to raise the pain thres- 
hold. Since the pain of vascular headache 
is due to dilation of certain blood vessels 
we should employ a substance or sub- 
stances which will reverse this situation. 
General vasoconstrictors such as adrena- 
lin (Epinephrine) are used with varying 
degrees of success. Octin (Methylisocteny- 
lamine) is useful in selected cases, how- 
ever; it may have a hypertensive effect. 
Ergotamine tartrate and its derivatives, 
and combinations such as Gynergen (er- 
goiamine tartrate), DHE-45 (Dihydroer- 
gotamine Methanesulfonate), Cafergot (er- 
gotamine tartrate + caffeine), Cafergot 
PB (ergotamine tartrate caffeine + 1- 
belladonna alkaloids pentobarbital sod- 
ium), and Wigraine (ergotamine tartrate 

caffeine 1-belladonna alkaloids + ace- 
tophenetidin), have been especially useful 
since they specifically constrict cranial 
blood vessels. Ergotamine tartrate parent- 
erally is usually effective in a dose of '% ce. 
(0.25 mg.) ; not more than 2 cc. should be 
use| in any one week. In some patients 
DHE-45 is better tolerated; the dose is 1 

mg.), however, some require a 
larger dose but not more than 3 ec. should 
be administered in any one week. 


ec. (1 


A new oral product has been of value 
in symptomatic treatment, Wigraine, one 
to two tablets to be repeated every half 
hour if needed up to a total of six— 


maximum of twelve tablets per week. In- 
cidentally this tablet is uncoated and for 
this reason there is quicker absorption— 
with all ergotamines it is advantageous 
to secure the pharmacologic effect as 
quickly as possible. This means the dose 
is more effective when given promptly. 
The patient who needs ergotamine needs 
it as early as possible in the attack, yet I 
have seen prescriptions for one Wigraine 
tablet three times a day. This medication 
is not intended for prophylactic treatment. 
When parenteral medication is not possible 
and when patients are nauseated or vomit- 
ing, rectal medication is indicated. One or 
two Wigraine suppositories at the onset are 
usually effective—if needed, repeat with 
one or two suppositories in thirty minutes 
using not more than six for one attack 
or twelve in any one week. 

In various combinations, it has been 
found that certain drugs act synergis- 
tically with ergotamine. Caffeine is a 
mild vasoconstrictor, mild diuretic and is 
thought by some to facilitate absorption 
of ergotamine. In fact, many patients ac- 
tually take coffee for relief of their head- 
aches. Levorotatory alkaloids of bella- 
donna are especially useful in those pa- 
tients with nausea and vomiting. A non- 
narcotic analgesic such as acetophenetidin 
will help to relieve muscle pain which fre- 
quently accompanies or follows vascular 
headache. Narcotics, including codeine and 
demerol, should ordinarily not be used in 
recurrent vascular headache. 


SUMMARY 

Types of vascular headache and their 
treatment have been described. These 
headaches may be hard to diagnose since 
various types of vascular headaches may 
occur at different times in the same pa- 
tient or even simultaneously. 

Headache may be due to allergy or 
sensitization. The patient may be allergic 
to a number of substances including food 
and inhalant substances (this is especially 
true for frontal type headache). Many of 
these patients are helped by elimination 
of certain foods from their diet, or by 
avoiding inhalant substances to which 
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they are allergic, or by hyposensitization. 

The headache problem has many facets. 
One cannot emphasize one aspect of the 
problem to the neglect of other possible 
causative mechanisms. We must recognize 
the relative importance of various factors. 
Nothing should left in our 
study of the patient with severe recurring 
headache. We to thor- 


be undone 


should attempt 
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oughly understand the patient’s emotional, 
psychological and medical background. 
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PHYSICIANS’ FEES AND THE RELATIVE 
VALUE SCALE 

The problem of physicians’ fees goes back 
into antiquity. The public, including the 
physician, has an obvious interest in it. 
Down through the ages laws have usually 
avoided regulation and restriction of fees. 
Occasionally, efforts at regulation have 
been made, but their effects have been 
neutralized by custom and by the practical 
necessities required for uniform laws. On 
the contrary, even Diocletian during an 
attempt to regulate and fix prices for the 
entire economy of the Roman State express- 
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ly exempted physicians from such regula- 
tions. It has been an accepted custom 
among physicians in the generations im- 
mediately preceding ours that the phy- 
sician was expected to charge in accordance 
with the quality of the service, the charac- 
ter of the service, and the ability of the 
patient to pay. This formula, influenced 
by local conditions, has been used tacitly 
as the guide in the physician-patient re- 
lationship generally. The individual who 
called the physician usually understood 
what was expected. 

The acceptance of this custom concern- 
ing fees is covered in part in the Principles 
of Medical Ethics, adopted on June 6, 1957, 
by the American Medical Association, in 
which it is stated in Section 1: “The prin- 
cipal objective of the medical profession 
is to render service to humanity with full 
respect for the dignity of man.” And in 
Section 7: “His fee should be commensurate 
with the services rendered and the pa- 
tient’s ability to pay.” 

Of recent years, however, a third party 
to the physician-patient relationship has 
appeared in the form of contracts with 
commercial insurance companies, prepay- 
ment medical care plans, government 
sponsored payment systems, and similar 
agencies, as a result of which the indi- 
vidual patient had possibly no, or only 
limited, responsibility for the physician’s 
fee. In its operation the payment agency 
could not set the physician’s fee, so it 
devised schedules limiting its liability in 
various procedures of medical practice. 
These fee schedules have been resisted by 
many physicians in this country and ac- 
cepted by a large number, probably the 
majority. 

Those who resist fee schedules feel that 
the practice of their profession should re- 
main independent of all outside influence, 
and that they have a legal and moral right 
to charge what and when they please. 
Those who accept the schedule of fees are 
following the trend of the times, which 
they may or may not be able to stop. 

The commercial, Blue Shield, Blue Cross, 
and government schedules are arranged 
in accordance with an average of prevail- 
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ing usage. The public looks at these sched- 
ules and comes to feel that the respective 
medical procedures have a uniform value. 

At this point, physicians have it pointed 
out to them that they, the physicians, ex- 
pect a uniform charge from those with 
whom they deal outside of the field of 
medicine and, on the other hand, that 
their professional responsibility is admit- 
tedly the same regardless of ability to pay. 
The fact is also presented that more than 
one half of the nation has some form of 
insurance for payment of physicians’ ser- 
vices on a fixed basis, and further, that 
each physician (or surgeon) is practically 
restricted to his particular schedule of fees 
for services. This restriction has been 
brought about partly by his own habitual 
usage, and partly by local conditions. In 
response to these contentions the physi- 
cian’s answer is that conditions of practice 
vary, and the fees must of necessity meet 
the conditions of practice. In addition, 
various local and state societies have felt 
that a guide to establish the relative value 
of the several medical and surgical pro- 
cedures, in relation to each other, would 
be helpful. This guide could be used by 
fixing a dollar value to the relative values 
by the physicians themselves, the medical 
societies, and by outside payment agencies. 

To this end a relative value scale or 
schedule has been adopted by several state 
medical associations. This schedule es- 
tablishes a relative value of one procedure 
in reference to another without a dollar 
value. For instance, the most recent is 
that of Kansas (modified from that of 
California), which gives a unit value of 
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one for a routine office or hospital visit, 
and a value of thirty-five for an appendec- 
tomy. The relative value schedule of the 
California Medical Association was adopted 
in 1956, and is a comprehensive and com- 
mendable effort to provide all interested 
parties with a set of guiding principles 
that can be used to govern the development 
of fee schedules. Such a guide is applicable 
to any local condition and to anyone’s prac- 
tice, but it sets no fees and is not a fee 
schedule. 


If applied to an individual physician’s 
practice, it would have the effect of re- 
stricting his charges to his customary hab- 
it, except under special circumstances. Ap- 
plied to a schedule of insurance benefits, 
it would act as a yardstick for the patient 
and the company. 

In the decisions of grievance committees 
such a schedule would provide a basis for 
judgment with reference to the custom 
prevailing in the community, and also, in 
the physician’s own practice. 

The relative value scale would interfere 
with the freedom of action, and possibly 
place a ceiling in particular instances on 
the fees of a supposed three per cent of 
the practicing physicians. It would, on the 
cther hand, provide a useful guide and 
have a stabilizing effect in the determina- 
tion of fees for the vast majority. 


These relative value schedules are being 
discussed generally by all who are inter- 
ested in organized medicine. It is expected 
that such schedules will be presented for 
consideration in many states, and probably 
on a national scale. 
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ORGANIZATION SECTION 


The Executive Committee dedicates this section to the members of the Louisiana 
State Medical Society, feeling that a proper discussion of salient issues will contrib- 
ute to the understanding and fortification of our Society. 


An informed profession should be a wise one. 


AMERICAN BOARD OF ABDOMINAL 


SURGERY 

physicians have recently re- 
ceived invitations to become associated with an or- 
ganization claiming to be the “American Board of 
Abdominal Surgery,” and have requested informa- 
tion regarding this organization. 

The following statement was received from the 
Council on Medical Education and Hospitals of the 
American Medical Association. 

“The Council on Medical Education and Hospi- 
tals has received many inquiries from individuals 
who have been invited to submit applications for 
the Founders Group of the American Board of 
Abdominal Surgery. The inquirers have been con- 
cerned as to whether the American Board of Ab- 
dominal Surgery is approved by the Council on 
Medical Education and Hospitals. 

“Several years ago the Council was delegated 
the responsibility to act for the American Medical 
Assoication to grant approval to specialty boards 
which met appropriate requirements and _ stand- 
ards. The Council on Medical Education and Hos- 
pitals continues to fulfill this function, assisted by 
the Advisory Board for Medical Specialties, which 
is composed of representatives from each of the 
approved specialty boards. 

“The American Board of Abdominal Surgery 
has not sought recognition from either the Coun- 
cil on Medical Education and Hospitals or the Ad- 
visory Board for Medical Specialties. It is, there- 
fore, not approved by either of these groups.” 


Many Louisiana 


MEDICARE 

Dr. Isidore Gajan, Chairman of the Committee 
on Federal Medical Services and myself as Secre- 
tary-Treasurer were instructed by the Executive 
Committee to go to Washington to renegotiate a 
new contract for “Medicare” for the State Society, 
with the Office for Dependents’ Medical Care, 
Surgeon General, Department of the Army, whose 
responsibility it is to administer the program pro- 
viding care authorized by Public Law 569. 

Your State Society as contractor, and the Con- 
tinental Service Life and Health Insurance Com- 
pany of Baton Rouge as fiscal agent have been 
operating under the original contract since the be- 
ginning of the Medicare Program in 1956. 

We labored for two days including long hour 
sessions with representatives of the Surgeon Gen- 
eral’s Office and feel that a good contract was 
obtained for our Society. We feel that, contrary 
to the apparent belief of a few members of the 


Executive Committee, Dr. Gajan 
had your best interest at heart. 

The new contract was signed by me as Secre- 
tary-Treasurer as per authorization of the Execu- 
tive Committee in good faith. 

As in prior contracts maximum allowances were 
obtained, no other State exceeding allowances nego- 
tiated for our State Society. Again we were suc- 
cessful in our agreement with the federal govern- 
ment, to preserve or maintain your status as a 
private physician in dealing with your patients. 
This we believe, is a principle worth working for. 


and myself 


You will again be expected to render your own 
bill for the usual fees charged for such cases 
with equal to those received by the 
respective military personnel. In only a small num- 
ber of cases, will your bill be questioned if you 
observe the intent of and abide by the contract. 
Of course, those few cases in which differences 
of opinion may occur, can be appealed first to 
your District Medicare Committee and then to 
your State Medicare Committee and finally to 
Washington. 


incomes 


In our renegotiation of the contract for this pro- 
gram in Washington, we were treated with every 
courtesy and consideration by its military person- 
nel, and our thanks and appreciation are especially 
extended to Col. Earl C. Lowry who cooperated 
fairly at all times during our deliberations. 

You will no doubt know, and can see from the 
following that Medicare services have been de- 
creased by Congress due to the limitations in the 
amount of money appropriated for this program. 
Whether or not a sufficient appropriation is al- 
located to this program in the future is entirely 
in the hands of Congress and we will have to 
wait for the 86th (Jan. 7/59) Congress to act. 
Should enough pressure be exerted by the military 
personnel who are the recipients of this program 
and all other persons as groups, including the 
State Medical Societies and Associations, we are 
of the opinion that this program will be restored 
to its original status, thereby, rendering to these 
men and their families efficient medical services 
with free choice of physician and hospital facilities. 


The “Medicare” program was never intended to 
favor the Government or doctors. Public Law 569 
was passed by Congress to create and maintain 
high morale throughout the uniformed services by 
providing an improved and uniform program of 
medical care for members of the uniformed services 
and their dependents. 

The “Medicare” program is only one of the many 
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programs which your officers are attempting to 
carry out for the advancement of organized medi- 
cine for you as members and for the welfare of 
the good citizens of our State, and every member 
of our Society should be vitally interested and lend 
his support to these efforts. Without your sup- 
port, it is hard to function properly and success- 
fully. Won’t you give us that support? 

Why don’t you take your officers into your con- 
fidence and request one or some of your officers 
or councilors to visit your parish society to ac- 
quaint you with what is being done for you at 
headquarters. We need your assistance and sug- 
gestions and please be assured that we will be 
very glad, indeed, to answer any questions you 
might feel inclined to ask regarding the activities 
and workings of your Society. After all, you are 
technically responsible for these programs. Why 
not play a more participating part in your own 
programs? We welcome your. cooperation. 


CHANGES TO THE DEPENDENTS’ MEDICAL 
CARE PROGRAM 

1. To assure optimum utilization of uniformed 
services medical facilities and to effect economy 
while providing care authorized by Public Law 569, 
the following changes in the current operation of 
the Dependents’ Medical Care Program are ef- 
fective on and after 1 October 1958. 


PART I: Spouses and Children Residing Apart 


from Sponsors 

2. Spouses and children residing apart from 
sponsor will continue to be allowed selection of 
either uniformed services medical facilities or ci- 
vilian medical sources for care authorized under 
the Program. 

3. When DA Form 1863 shows “Residing Apart 
from Sponsor—Yes,” in Item 4 of the claim form, 
the designation of this fact on the claim form by 
the person signing Item 14 will be sufficient, and 
authorized care rendered will be payable provided 
that the person or entity providing the care has 
no actual knowledge to the contrary. 


PART II: 


Restrictions on Spouses and Children 
Residing with Sponsors 

4. Spouses and children residing with sponsor 
will be required to utilize uniformed services medi- 
cal facilities if available and adequate as deter- 
mined by the commander of the medical facility. 
When uniformed services medical facilities are not 
available, a PERMIT will be furnished such de- 
pendents by the appropriate commander. This 
PERMIT will entitle them to receive authorized 
care from civilian sources at Government expense 
if such care is authorized under Public Law 569 
and the Joint Directive, as amended. A summary 
of changes in the scope of authorized care is set 
forth below. 

5. Effective 1 October 1958, it will be necessary 
for physicians and hospitals rendering care to 
eligible dependents to take the following actions 
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in order to insure payment of their claims for au- 
thorized care rendered: 

a. When DA Form 1863 shows “Residing Apart 
from Sponsor—No,” to allow payment for au- 
thorized care, a PERMIT is required as noted in 
paragraph 4 above (a copy of which must be at- 
tached to the original copy of the attending 
physician’s and the hospital’s claim form), except 
in the followng circumstances: 

(1) When a spouse or child residing with spon- 
sor is hospitalized for care authorized under the 
program in a bona fide acute emergency, e.g., 
serious injury following an accident or illness of 
sudden onset requiring immediate treatment at 
the nearest available medical facility to preserve 
life, or to prevent undue suffering, a statement 
by the attending physician on the DA Form 1863, 
or attachment thereto, in lieu of a PERMIT, is 
required, stating, ‘‘This case was a bona fide acute 
emergency.” 

(2) Where a spouse or child is residing with 
sponsor, but is away from the area of the sponsor’s 
household on a trip, care authorized under the 
Program may be provided from civilian sources 
without a PERMIT. The statement “On Trip” in 
Item 3 or 4 of the DA Form 1863, by the person- 
signing Item 14, will suffice, provided the person 
or entity providing the care has no actual knowl- 
edge to the contrary. 

(3) A maternity case (residing with sponsor) 
under the care of a civilian physician on or before 
1 October 1958 may be continued by that phy- 
sician provided the patient has reached the sec- 
ond trimester of pregnancy on or before that 
date. In these cases a statement by the attending 
physician on the DA Form 1863 (or attachment 
thereto) will be submitted by the physician and 
the hospital to the effect that the patient was 
under his care on or before 1 October 1958, and 
that her pregnancy had reached the second tri- 
mester on or before that date. This statement 
will suffice to authorize this care for payment 
without a PERMIT and will apply only to mater- 
nity cases where the wife resides with her spon- 
sor. No restriction as to freedom of choice has 
been placed on those eligible dependents who re- 
side apart from sponsor. 

(4) Spouses and children residing with spon- 
sor admitted to a hospital for authorized care 
prior to 2400 hours midnight, 30 September 1958, 
and whose hospital care resulting from this ad- 
mission extends beyond 30 September 1958 will 
not be required to provide a PERMIT for that 
admission to the hospital. Nevertheless, the date 
of admission shown by the hospital on all claim 
forms submitted involving care of an eligible 
dependent must indicate that the admission oc- 
curred prior to 1 October 1958. 

(5) Spouses and children residing with a spcn- 
sor who are receiving authorized care from a 
physician and who are admitted to a civilian hos- 
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2400 hours midnight, 30 September 
1958, will be authorized care by a civilian physi- 
cian without a PERMIT, provided the physician 
shows the date of admission to a civilian hospital 
on his claim form, and this date is prior to 1 
October 1958. 

6. PERMITS, where required by this letter, 
must be attached to the original copies of DA 
Form 1863 on claims submitted by attending physi- 
cians and hospitals. Claims submitted by other 
than attending physicians or hospitals, e.g., As- 
sistant Surgeon, Radiologist, Pathologist, Anes- 
thesiologist, Dentist (when not in capacity of the 
attending physician), Consultant, Psychiatrist, 
Private Duty Nurse, Anesthetist, and Physical 
Therapist, will be authorized for payment without 
a PERMIT. However, claim form (DA Form 
1863) must contain a statement by the person 
executing the certification in Item 14 that a PER- 
MIT was furnished to the attending physician 
(identified by name) and/or to the hospital (iden- 
tified by name). 

PART III: Care No Longer Payable under the 
Dependents’ Medical Care Program 


pital prior to 


7. In order to comply with budgetary limita- 
tions placed on the Dependents’ Medical Care 
Program by the Congress for the Fiscal Year 
1959, rigid restrictions are immediately required. 
Therefore, it is necessary to curtail certain care 
and services currently authorized by the Joint 
Directive under discretionary authority vested in 
the Secretary of Defense by Public Law 569. 
Effective 1 October 1958, and in order to imple- 
ment the the Joint Directive been 
amended so that the following care and services, 
if commenced on or after that date, will not be 


above, has 


payable by the Government under the Depend- 
ents’ Medical Care Program: 

a. Treatment of fractures, dislocations, lacer- 
ations and other wounds on an outpatient basis, 
previously authorized by Section 503 d (5) of the 
Joint Directive. 

b. The Termination Visit. This refers to pay- 
ment of a referring physician who terminates his 
care prior to, or upon hospitalization of, the pa- 
tient. This was previously authorized by Section 
503 d (1)(e)(V) of the Joint Directive, and was 
formerly payable under Code 0042 in recently nego- 
tiated Medicare Manual and Schedule of Allow- 
ances, and Code 0011 in the original Schedule of 
Allowances for Physicians’ Fees. 

ce. Outpatient pre- and post-surgical tests and 
procedures. These were formerly authorized by 
Section 503 d (1)(e)(i) and (ii) of the Joint 
Directive in an amount of $75.00 before hospitali- 
zation, and $50.00 after hospitalization. 

d. Neonatal Visits. Formerly authorized on an 
outpatient basis by 503 d (2) (c) of the Joint Di- 
rective not to exceed two visits during the first 
60 days, except that in the case of home or office 
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deliveries necessary infant care may be provided 
on an outpatient basis during a period not to ex- 
ceed 10 days following the date of delivery. Pay- 
ment for this service would be in accordance with 
Code 0022 in the current Medicare Manual and 
Schedule of Allowances. The in-hospital part of 
care of the newborn is still allowable as part of 
complete maternity care, Section 503 d (2)(e) of 
the Joint Directive, and is payable under Code 0022 
in the current Medicare Manual and Schedule of 


Allowances, and Codes 0002 and/or 0010 in the 
original Schedule of Allowances for Physicians’ 


Fees. 

e. The treatment of acute emotional disorders. 
This was formerly authorized, when an acute 
emergency existed, by Section 502 g to the Joint 
Directive and ODMC Letter No. 2-58, dated 2 
January 1958. (Reproduced in the Medicare Man- 
ual and Schedule of Allowances). Except, how- 
ever, care of an acute emotional disorder may be 
furnished to a spouse or child, if required, during 
the period of hospitalization of that spouse or 
child for a condition that does qualify as author- 
ized care. (See Section 505 b of the Joint Directive, 
as revised) 

f. Elective surgery. 

8. Elaboration on certain areas of care. 


a. SURGICAL 


(1) The description of “Elective Surgery” as 
now contained in Section 5-504 ¢ of the Joint Di- 
rective is set forth below. Elective surgery as set 
forth below does not constitute authorized care: 

“Medical or surgical care that is desired or re- 

quested by the patient which in the opinion of 

the cognizant medical authority can be planned, 
subsequently scheduled, and effectively treated 
at a later date without detriment to the patient, 

e.g., diagnostic surveys, cosmetic surgery, re- 

constructive surgery, tonsillectomies, uncompli- 

cated hernias, and interval appendectomies.” 

(2 The following paragraphs delineate the sur- 
gery authorized and the surgery not authorized 
under the Medicare Program on and after 1 Oc- 
tober 1958. 

(a) Surgical Procedures Authorized for Pay- 
ment. 

1. Surgical Emergencies Requiring Hospitali- 
tion. Bona fide surgical emergencies which can- 
not be handled on an outpatient basis, will con- 
tinue to be honored for payment under the Pro- 
gram. Such patients will necessarily be acutely 
ill and in need of immediate hospitalization and 
treatment. Examples include perforated duodenal 
ulcer, hemorrhage with shock, bowel obstruction, 
and similar recognized emergencies. 

2. Acute Surgical Conditions. It is well recog- 
nized that many acute surgical conditions develop 
which, while requiring prompt treatment in a 
hospital, are not considered emergencies under 
the Program. Under such circumstances the pa- 
tient is acutely ill and must receive treatment 
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without delay as time will not permit the patient 
to anticipate or plan for the care required. The 
procedure required for the treatment will of ne- 
cessity be carried out at the earliest practicable 
time compatible with sound surgical judgment 
and the proper preparation of the patient for 
surgery. The spirit of this requirement is that the 
ill patient is in clinical need of hospitalization 
without delay with a view to surgical correction 
of the basic condition. Examples are acute ap- 
pendicitis, empyema of the gall bladder, twisted 
ovarian cyst, strangulated hernia, pelvic abscess, 
and renal or ureteral calculi with colic. When 
the charge physician so indicates that an acute 
requirement existed, payment will be authorized. 
Suspected or proven malignancy, requiring hos- 
pitalization, will be payable only if the case quali- 
fies under this or the preceding subparagraph. 


3. Injuries Requiring Hospitalization. Injuries 
of such clinical severity as to require hospitaliza- 
tion will continue to be payable. Hospitalization 
is authorized only for the treatment of the acute 
phase. Re-admission for treatment of chronic 
stages or sequelae of injury would not be payable 
unless an acute medical or an acute surgical re- 
quirement is shown, such as, ostec.ayelitis, with 
acute exacerbation. 

(b) Surgical Procedures not authorized for 
payment under the Medicare Program. 


Elective surgery described in paragraph 8 a (1) 
above which, from a practical viewpoint, permits 
the patient and the physician to plan for the sur- 
gery required, is net authorized for payment under 
the Program. Hence, a great many surgical pro- 
cedures payable in the past are not now authorized 
unless, due to unusual circumstances, they would 
qualify under paragraph 8 a (2) (a) 1, above. 
Examples are Tonsillectomy, Dilation and Curet- 
tage, Hysterectomy (Routine), Ligation of Fal- 
lopian Tube, Heart Surgery, Submucus Resection, 
Rhinoplasty, and Reconstructive Orthopedic and 
Plastic Procedures. 
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b. MEDICAL 

The provisions of the Joint Directive pertaining 
to the treatment of acute medical conditions re- 
main unchanged. (See Section 502 a of the Joint 
Directive) However, in accordance with ODMC 
Letter No. 25-27, dated 24 December 1957, the ad- 
mission of patients not acutely ill for diagnostic 
surveys will not be payable. 

ec. DENTAL 

The provisions of the Joint Directive pertaining 
to dental care remain unchanged. However, ad- 
junctive dental care is now payable only when 
it is an integral and necessary part of surgical or 
medical care now authorized in paragraphs 8 a 
(2) (a) and 8 b, above. It must be clearly shown 
that the dental care furnished was required for 
the proper treatment of the basic medical or sur- 
gical condition for which the patient was _ hos- 
pitalized. 

9. Administration of Treatment of Patients 
who Commenced Receiving Care before 1 Octo- 
ber 1958 where that Care Has Been Deleted from 
the Program, Effective that Date. 

a. Hospitalized Patients. A patient will be 
deemed to have commenced receiving such care 
if admitted to the hospital prior to 2400 hours 
midnight on 30 September 1958. Care is author- 
ized during that period of hospitalization if the 
claim form shows an admission date earlier than 
1 October 1958. The care referred to here in- 
cludes the termination visit and outpatient pre- 
and post-surgical tests and procedures associated 
with this admission. 

b. The Two Neonatal Visits previously author- 
ized will be payable if the birth occurs prior to 
2400 hours midnight 30 December 1958, and if 
the physician’s claim form contains a statement 
to that effect. 

c. Outpatient Injuries will be deemed to have 
commenced prior to 2400 hours midnight 30 Sep- 
tember 1958 and, therefore, payable if the patient 
contacted a source of care prior to that time, and 
if the source of care so states on the claim form. 
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MEDICAL NEWS SECTION 
CALENDAR 
PARISH AND DISTRICT MEDICAL SOCIETY MEETINGS 


Society 
Ascension 
Caleasieu 
East Baton Rouge 
Morehouse 
Natchitoches 
Orleans 
Quachita 
Rapides 
Sabine 
Tangipahoa 


Second District 
Shreveport 
Vernon 


THE NEW ORLEANS GRADUATE 
MEDICAL ASSEMBLY 

The twenty-second annual meeting of The New 
Orleans Graduate Medical Assembly will be held 
March 2, 3, 4 and 5, 1959, headquarters at the 
Roosevelt Hotel. 

Eighteen outstanding guest speakers will par- 
ticipate and their presentations will be of interest 
to both specialists and general practitioners. The 
program will include fifty-four informative dis- 
cussions on many topics of current medical in- 
terest, in addition to clinicopathologie conferences, 
symposia, medical motion pictures, round-table 
luncheons and technical exhibits. 

Following the meeting in New Orleans, ar- 
rangements have been made for a clinical tour 
to Mexico City, Cuernavaca, Taxco, Acapulco and 
San Jose Purua, leaving from New Orleans on Fri- 
day, March 6 and returning on Saturday, March 21. 

Details of the New Orleans meeting and the 
clinical tour are available at the office of the 
Assembly, Room 103, 1430 Tulane Avenue, New 
Orleans 12, Louisiana. 

Listed below are the Chairmen and Vice-chair- 
men of the Program Committees for this year: 

ANESTHESLOLOGY 
John Adriani, M.D., Chairman 
Frank L. Faust, M.D., Vice-chairman 
CARDIOLOGY AND INTERNAL MEDICINE 
William W. Frye, M.D., Chairman 
Philip M. Tiller, Jr., M.D., Vice-chairman 
DERMATOLOGY 
V. Medd Henington, M.D., Chairman 
David F. Bradley, M.D., Vice-chairman 
GASTROENTEROLOGY 
Gordon McHardy, M.D., Chairman 
William D. Davis, Jr., M.D., Vice-chairman 
GENERAL PRACTICE 
Nicholas J. Chetta, M.D., Chairman 
Charles R. Robinson, M.D., Vice-chairman 


Date 

Third Tuesday of every month 
Fourth Tuesday every other month 
Second Tuesday of every month 
Third Tuesday of every month 
Second Tuesday of every month 
Second Monday of every month 
First Thursday of every month 
First Monday of every month 
First Wednesday of every month 
Second and fourth Thursdays of 

every month 
Third Thursday of every month 
First Tuesday of every month 
First Thursday of every month 


Place 


Lake Charles 
Baton Rouge 
3astrop 


New Orleans 
Monroe 
Alexandria 


Indepencence 


Shreveport 


GYNECOLOGY 
Woodard D. Beacham, M.D., Chairman 
Milton L. McCall, M.D., Vice-chairman 
NEUROPSYCHIATRY 
Theodore L. L. Soniat, M.D., Chairman 
Walter J. Otis, M.D., Vice-chairman 
OBSTETRICS 
Maxwell E. Lapham, M.D., Chairman 
Abe Mickal, M.D., Vice-chairman 
OPHTHALMOLOGY 
George M. Haik, M.D., Chairman 
N. Leon Hart, M.D., Vice-chairman 
ORTHOPEDIC. SURGERY 
Irvin Cahen, M.D., Chairman 
James L. LeNoir, M.D., Vice-chairman 
OTOLARYNGOLOGY 
Francis E. LeJeune, M.D., Chairman 
George J. Taquino, Jr., M.D., Vice-chairman 
PATHOLOGY 
Andrew V. Friedrichs, M.D., Chairman 
Ralph M. Hartwell, M.D., Vice-chairman 
PEDIATRICS 
Jchn Henry Dent, M.D., Chairman 
W. C. Rivenbark, M.D., Vice-chairman 
RADIOLOGY 
Henry M. Duhe, M:.D., Chairman 
J. Theo Brierre, M.D., Vice-chairman 
SURGERY 
L. Sidney Charbonnet, Jr., M.D., Chairman 
Walter F. Becker, M.D., Vice-chairman 
UROLOGY 
Max M. Green, M.D., Chairman 
Paul L. Getzoff, M.D., Vice-chairman 


AMERICAN COLLEGE OF CHEST PHYSICIANS 

Dr. Lawrence H. Strug, chairman of the com- 
mittee on local arrangements announces the 15th 
annual meeting of the Southern Chapter of the 
American College of Chest Physicians which will 
meet jointly with the Southern Medical Associa- 
tion on November 2 and 3, 1958 at the Jung 
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Hotel, New Orleans, Louisiana. This meeting 
is open to all physicians. No registration fee is 
reauired. The scientific sessions begin on Sunday, 
Nevember 2 at 9:30 A.M. and continue through 
5 P.M. The papers for that day are primarily on 
pulmonary diseases, such as “Roentgen Aspects 
of Active Histoplamosis; by Earl E. Little, Jr., 
M.D. of Little Rock, Arkansas; ‘‘Some Problems of 
Staphylococcal Pneumonia” by Charles A. Le Mai- 
stre, M.D. of Atlanta, Georgia; ‘‘Substitution Op- 
eration for Esophageal Stricture” by Osler A. 
Abbott, M.D. of Atlanta, Georgia: “Surgical 
Treatment of Bronchogenic Carcinoma” by G. V. 
Brindley, Jr., M.D. of Temple, Texas. 

The meeting continues Monday, November 3 
at 9:00 A.M. and. is on Cardio-vascular subjects 
with a symposium on “What Do the Newer Re- 
search Tools in Cardio-Vascular Disease Hold for 
Future Application,’’ Moderator, George E. Burch, 
M.D., New Orleans, Louisiana. 

The Fifth Annual Paul Turner Memorial Lec- 
ture sponsored by the Southern Chapter will be 
given by Alton Ochsner, M.D. on Bronchogenic 
Carcinoma. 

HISTORY U.S. ARMY MEDICAL 
DEPARTMENT 

Two volumes in the series on the history of the 
United States Army Medical Department in World 
War II entitled Cold Injury, Ground Type and 
Emergency War Surgery were published in Sep- 
tember. Both were prepared editorially as part 
of a contract between the Department of the 
Army, Office of the Surgeon General, and the 
Tuiane University School of Medicine, and are 
available from the Government Printing Office. 
The Cold Injury volume is a history of its oc- 
currence during World War II, summarizes its 
pathologic physiology, its epidemiology, its 
military cost, its management, including the re- 
hahbilitation of casualties from this cause, and 
sets forth principles for a sound program for 
its prevention and control. 

Emergency War Surgery is the outgrowth of 
an earlier manual published at Supreme Head- 
quarters, SHAPE, in 1957, which was developed 
by a committee of three surgical consultants 
representing the military medical services of 
France, the United Kingdom, and the United 
States. It will be used for instructional purposes 
in the medical service schools and in the MEND 
program. It presents the principles and details 
of emergency management of wounds and in- 
juries, including chemical injuries, describing 
the methods of handling both battle trauma and 
accidental trauma in civilian life. 


COURSE IN ANESTHESIOLOGY 
The University of Texas Postgraduate School of 
Medicine announces the Fourth Annual Course in 
Anesthesiology to be held February 18, 19 and 20, 
1959, in Houston, Texas. 
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The Course is designed to review theory and 
practice of commonly used anesthetic techniques 
and will include discussions of some of the newer 
drugs. Lecturers include: 

John Adriani, M. D., Charles R. Allen, M. D., 
Joseph F. Artusio, Jr., M. D., Harold B. Crasil- 
neck, Ph. D., D. C. Grosskreutz, M. D., Emilia A. 
Hoeflich, M. D., M. T. Jenkins, M. D., Walter H. 
Mannheimer, M. D., Lawrence F. Schuhmacker, 
Jr., M. D., Eugene L. Slataper, M. D., Herman S. 
Wigodsky, M. D., Ph. D. 

Please address all inquiries to: 

The University of Texas 
Postgraduate School of Medicine 
410 Jesse Jones Library Building 

Houston 25, Texas 


COMING MEDICAL MEETING 


The International Medical Assembly of South- 
west Texas will hold its annual meeting January 
26, 27, 28, 1959 in San Antonio, Texas at the 
Gunter Hotel. Dr. L. Bonham Jones, President; 
Mr. S. E. Cockrell, Jr., Executive Secretary, 202 
W. French Pl., San Antonio, Texas. 


COURSE IN PRACTICAL 
ELECTROCARDIOGRAPHY 
The University of Texas, Postgraduate School 
of Medicine announces a course in Practical Elec- 
trocardiography to be held in Houston, Texas, 
December 15 through 19, 1958. This course will 
emphasize Spacial Vector - Electrocardiography. 
Dr. Robert F. Grant of the National Heart Insti- 
tute, one of the foremost authorities in this field, 
will be the J. J. and Una Truitt Lecturer for this 
course. In addition to the evening formal lectures 
there will be daytime electrocardiographic inter- 
pretation practice sessions. 


SOCIAL SECURITY FOOTNOTES 


SOCIAL SECURITY SAYS: “The following 
table shows the present tax rates and the sched- 
uled increases: (on $4200 wage base) 


Self- 
Calendar year Employee Employer Employed 
1956 2% 2% 3% 
1957-59 2% % 2% % 3% % 
1960-64 2% % 2% % 4% % 
1965-69 3% % 3% % 4%% % 
1970-74 3% % 3% % 55% % 
1975 and after 4%% 4% % 6% % 


In Other Words: A recent announcement stated 
that the Social Security system is in trouble. Bene- 
fit funds are melting as applications pour in at a 
rate in excess of Federal estimates. HEW Secre- 
tary M. H. Folsom was quick to say that expendi- 
tures may exceed income in 1959, but higher taxes 
in 1960 will cover the deficits. Check the chart 
above for proof that our children will be paying 
the bills for our benefits. 
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1959 PRIZE ESSAY CONTEST 

The American College of Chest Physicians is of- 
fering three cash awards to winners of the 1959 
Prize Essay Contest. First prize, $500.00—second 
prize, $300.00—third prize, $200.00. Each win- 
ner will also receive a certificate. 

The Contest is open to undergraduate medical 
students throughout the world. Essays may be 
written on any phase of the diagnosis and treat- 
ment of chest 
monary). 


diseases (cardiovascular or pul- 

Contest closes on April 15, 1959. For applica- 

tion and further information, please write: 
American College of Chest Physicians 

112 East Chestnut Street 

Chicago 11, Illinois, U.S.A. 

Winners of the 1958 Essay Contest were: 

First Prize: Eugene A. Friedberg, University of 
Buffalo, School of Medicine, ‘‘Murmur Production 
in Aortic Stenosis: An Analysis using a Hydraulic 
Model”’. 

Second Prize: Ronald J. O’Reilly, University of 
California at Los Angeles, School of Medicine, 
“Clinical Recognition of Carbon Dioxide Intoxi- 
cation”. 

Third Prize: Alan S. Deutsch, New York Uni- 
versity, School of Medicine, “Ventricular Septal 
Defect: A Review’’. 

Honorable Mention: June Hagen, University of 
Cape Town Medical School, ‘“‘Cryptococcosis of the 
Lung’. 


VAN METER PRIZE AWARD 
The American Goiter Association again offers 
the Van Meter Prize Award of $300.00 and two 
honorable mentions for the best essays submitted 
concerning original work on problems related to 
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the thyroid gland. The award will be made at 
the annual meeting of the Association which will 
be held in the Drake Hotel, Chicago, Illinois, April 
30, May 1 and 2, 1959. 

The competing essays may cover either clinical 
or research investigations, should not exceed 3,000 
words in length and must be presented in English. 
Duplicate typewritten copies, double’ spaced, 
should be sent to the Secretary, Dr. John C. 
McClintock, 149% Washington Avenue, Albany 
10, New York, not later than January 15, 1959. 
The Committee who will review the manuscripts 
is composed of men well qualified to judge the 
merits of the competing essays. 

A place will be reserved on the program of the 
annual meeting for the presentation of the win- 
ning essay by the author if it is possible for him 
to attend. 


AMERICAN BOARD OF OBSTETRICS 
AND GYNECOLOGY 


The Part I Examinations of the American Board 
of Obstetrics and Gynecology, are to be held in 
various parts of the United States and Canada, 
on Friday, January 16, 1959, at 2:00 P.M. 

Candidates notified of their eligibility to par- 
ticipate in Part I must submit their case abstracts 
within thirty days of notification of eligibility. 
No candidate may take the Written Examination 
unless the case abstracts have been received in 
the office of the Secretary. 

Current Bulletins outlining present require- 
ments may be obtained by writing to the Secre- 
tary’s office. 

Robert L. Faulkner, M.D. 

American Board of Obstetrics 
and Gynecology 

2105 Adelbert Road 

Cleveland 6, Ohio 





WOMAN’S AUXILIARY TO THE LOUISIANA STATE MEDICAL SOCIETY 


ORLEANS PARISH 
The first program tea of the fall season for 


members of the Woman’s Auxiliary of the 
Orleans Parish Medical Society took place at 
the Orleans Club on Wednesday, October 8th, 


at 2:30 p.m. Mrs. Albert W. Habeeb, president, 
received in the drawing room assisted by Mrs. 
William J. Rein and Mrs. Eugene H. Countiss. 

Mrs. Carl J. Gulotta, program chairman, in- 
troduced Mrs. Clyde Frazier who as guest speak- 
er gave a most interesting review of the hilarious 
farce “Rally Round the Flag, Boys” by Max 
Shulman. 

In the dining room and on the tea table 
were arrangements of flowers of autumn shades. 


Presiding at the silver coffee and tea service 
were Mmes. David Bradley and John B. Gooch. 
Assisting Mrs. Daniel W. Hayes as_ hostesses 
weie Mmes. John W. Bick, Jr., O. R. Depp, 
Warren H. Hebert and Marcus Feingold. 


OUACHITA PARISH 

The Women’s Auxiliary to the Ouachita Parish 
Medical Society held its September luncheon 
meeting at the Bayou DeSiard Country Club 
with the president, Mrs. E. L. Carrol of Colum- 
bia, presiding. 

Honor Guest 

The honored guest at the luncheon was Dr. 

Fred A. Marx, president of the Ouachita Parish 
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Medical Society. The subject of Dr. Marx’s 
address was “The Neuroses as Applied to Geria- 
trics.”’ 

Mrs. Morgan Simonton served as chairman 
for the luncheon, assisted by Mrs. Faheam Can- 


>) 
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non, co-chairman. Others serving on the com- 
mittee were Mrs. W. C. Cookston, Mrs. F. E. 
Polen, Mrs. I. J. Wolff, and Mrs. W. C. Summer. 
Mrs. Branch J. Aymond, Chairman 
Press and Publicity. 





BOOK REVIEWS 


An Atlas of Cardiac Surgery; by Jorge A. Rodri- 
guez, Philadelphia, Pa., W. B. Saunders Com- 
pany, 1957, pp 250, Price $18.00. 


This atlas represents an attempt to describe 
instruments, apparatus and operations used in 
cardiac surgery and is designed for “surgeons 
who are doing or are contemplating doing cardiac 
work, residents in training in the field, and to car- 
diologists, internists, pediatricians and to general 
physicians”. Surprisingly enough, the author has 
almost accomplished this impossible task. 

The first section is devoted to surgical anatomy 
of the heart and great vessels, and although the 
drawings are more surgically oriented than are 
those in a gross anatomy text, some of them are 
difficult to interpret because of the large number 
of legends. However, the heart and its adjacent 
structures are accurately portrayed as seen by the 
surgeon and this should be extremely valuable to 
those who are inexperienced in the field of cardio- 
vascular surgery. 

The sections on instruments, anesthesia, hypo- 
thermia and extracorporeal circulation will be of 
interest particularly to the pediatrician and cardi- 
ologist who desire an acquaintance, but not fa- 
miliarity, with these subjects. The section on sur- 
gery of the heart and great vessels is generally 
clear and accurately done. The text is concise 
and, with drawings, provides an accurate, step-by- 
step description of the operations. 

Because of rapid developments in the field of 
cardiovascular surgery, it is to be expected that an 
operation may be obsolete by the time it is de- 
scribed in the literature. This is the case with 
several procedures included in this volume; how- 
ever, this in no way detracts from its value. 

To this reviewer, at least, the atlas is of tre- 
mendous historical value since it represents a 
chronicle of cardiovascular surgical events from the 
patent ductus to the beginning of extracorporeal 
circulation. 

OscAR CREECH, JR., M. D. 





Practical Refraction, by Bernard C. Gettes, M. D., 
New York, N. Y. Grune & Stratton, Inc., 1957, 
pp. 170, $6.50. 

This book has furnished many of the answers 
to queries propounded in one of the most impor- 


tant divisions of ophthalmology—refraction. The 
book stresses important points. 


1. Testing of acuity of vision for distance and 
near. Many types of charts are mentioned, but 
most examining rooms are equipped with projec- 
toscopes. There are many tests for near vision: 
the Civilian Aeronautic Authority insists on using 
Snellen’s charts graded from 0.25 to 2.00. I had 
the privilege of doing this work for fifteen years. 


2. Equipment may be divided into necessary or 
bare essentials or superfluous. I am glad to know 
that the author suggests a trial case and a trial 
frame. Green’s refractor or the phoroptor are 
good for quick computation, but get the ex- 
aminer into sloppy habits. Most of the present 
day ophthalmologists are too lazy to transpose 
the results. The author kindly suggests the use 
of an electric retinoscope as a qualitative measure 
but for more accurate measurements to get quan- 
titative results he suggests the American Optical 
Co.’s plane mirror retinoscope which was used by 
my chief, Dr. James Thorington. Other important 
equipment is a lensometer, either Bausch and 
Lomb or American Optical Co., with which to 
Check the accuracy of the correspondence of the 
glasses with the prescription ordered. 

3. The study of astigmatism is extremely im- 
portant. 

4. The author combines three methods in reti- 
noscopy; one meter distance, half meter distance 
and motility. James Thorington used the one 
meter distance. Mr. Treacher Collins of Royal 
London Ophthalmic (Moorfields) used the half 
meter distance. 


5. Mydriatics are covered thoroughly. The 
proper warning has been given about scopolamine. 

6. Aphakia is extremely important. The mea- 
sure of the vertex is necessary to obtain correct 
glasses. 


— 


7. Post-mydriatic examination is important as 
the glasses should be worn in comfort. 

8. To prove the importance of presbyopia I pre- 
sented a paper “Premature Presbyopia” before the 
Section on Ophthalmology A.M.A. based upon three 
years of research work done in the U. S. Veterans 
Administration. 


Two valuable pieces of advice were given to me 
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Will’s 
advised 


Eye Hospital. J. 
“Obtain 20/20 
S. Lewis Ziegler, 
topic in 


while an Assistant at 
Milton M. D., 
vision or know the reason why”. 
M.D. “Pick some special 
ophthalmology and concentrate your efforts upon 
this”. Unfortunately I rather late to do 
this. 

Two other suggestions are made which are not 
refraction. A. C. Bedell, M. D. 


Griscom, 
advised out 


waited 


included in was 


always extremely annoyed by the use of fundoscopy 


instead of ophthalmoscopy. I am that the 
former great ophthalmologists are turning over 
‘in their graves when chorioretinitis is used instead 


sure 


of retinochoroiditis. 

I feel that Bernard C. Gettes, M.D. 
ferred a great favor upon ophthalmologists and 
that his an Instructor should 
tained for the American Academy of Ophthalmolo- 
gy and Otolaryngology and elsewhere. 


has con- 


services as be ob- 


WILLIAM F. BONNER, M. D. 


Placement of Adoptive Children, by J. Richard 
Wittenborn, Springfield, 1957. Charles C Thom- 
as, Publisher, Price $4.75. 


Admittedly retrospective, and based on a neces- 
sarily small selected group of cases, this study 
affirms that a healthy attitude of adoptive par- 
ents is the major element governing overall suc- 
cessful adoptions. 

Utilizing all available information resulting 
from prior studies of all parties concerned, and 
relating these to various measurable and de- 
scriptive aspects in careful follow-up studies 
particularly of the adoptive children themselves— 
values emerge which bear directly on current 
child-placement practices and emphasize the need 
for even larger and more comprehensive studies 
of this sort to provide more explicit guides for 
more successful adoption practices and policies. 

Though successful adoption is inherent mainly 
in the characteristics and circumstances of adop- 
tive parents—many such intrinsic factors still re- 
quire more precise definition. Particular efforts 
were made to find some indication that pre-adop- 
tive examinations of infants—as developed and 
done by Dr. Arnold Gesell and his 
Yale—had “practically useful predictive validity”; 
it was concluded that the data provided no such 
indication. 


associates at 


Contrasting results of agency and independent 
placements in this admittedly selected sample, the 
evidence tended to favor the infants who had been 
placed independently. 
siderable speculation 


This observation led to con- 
which should be of major 
interest to all persons concerned directly or in- 
directly with efforts to improve adoption practices. 

Contributing so much valuable data, primarily 
psychological, pertinent to successful placement of 
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adoptive children, the authors of this well-written 
book deserve the congratulations and thanks of all 
concerned. The very provocative and stimulating 
nature of the questions raised from the various 
studies reported in this volume certainly provides 
much food for thought and potential controversy; 
it will be of major interest both to adoptive par- 
ents and professional workers in this field. 
R. V. PLATou, M.D. 


Headache: Diagnosis and Treatment; by Robert 
E. Ryan, St. Louis, Missouri, C. V. Mosby Com- 
pany, 2d. ed., 1957 pp. 421, Price $6.75. 


The author attempts in this book to cover nearly 
every cause of headache known to man. The re- 
sult is that too many entities are touched upon, 
some in which headache is an insignificant or 
doubtful part of the disorder. Certainly, for in- 
stance, there is some question as to whether or 
not constipation per se is responsible for the pro- 
duction of headache; the complaint of headache is 
of minor importance in the management of such 
diseases as rabies, acute botulism, etc. 

It would also be to the advantage of the book 
and its readers if a more complete section had 
been devoted to therapeutic agents. In its present 
form, there is much repetition on drugs through- 
out the text. 

Some sections, however, are discussed clearly 
and rather thoroughly, especially the sections deal- 
ing with vascular headaches. 


L. J. RUTLEDGE, M. D. 
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